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QEFLECTIONS 


. 


1943 - 1995 


“There is a time for 


commitment 


and to look ahead. 


The times too have changed, since inception, 

for beter and for worse, 

Therefore, it is in the context of today, 

and perhaps more importantly of tomorrow, 
That each person, member, associate and friend 
of CHAT, join together 

in a common search towards 

making health, and life in all its fullness, 

more of a reality for people 

particularly the marainalised«c 

the sick, the least a 


who inhabit an anci: 


rich in history, cultu 
and ever responsive 


to the call of the De 
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A TIME FOR 
EVERYTHING 


everything . 


goes the refrain of a popular tune, 
And at CHAT’s fiftieth year, 

Jt is time to be glad and rejoice, 
To raise hearts and minds 


in thankfulness to God. 


Jt is time also to reflect a while, 
to seek the signs of the times, 


to renew our vision and 


The Catholic Hospital Association of India 


POST BOX 2126, GUNROCK ENCLAVE, SECUNDERABAD-500 003. 


SEEKING THE SIGNS OF THE TIME 


( A word from the Executive Director ) 


Dear Friends, 


At last with gratitude to God and a big thank-you to the Evaluation Study 
team, and to each one of you, | am happy to present to you this Discussion 
Document arising out of the CHAI Golden Jubilee Evaluation Study. As the 
study—team itself mentioned, this is not the report of the study. That would be 
a really voluminous one to be ready, soon. This is not a summary of the 
report, either. This is a discussion document for the use of our members 
during the Golden Jubilee Year for further reflection, comments and contri- 
bution towards a detailed plan of action to be ready at the time of the closing 
of our Golden Jubilee Year in November 1993. 


However, since this document is arising out of the study, it contains all that 
is necessary for our discussions at various levels. Hence, there is enough 
matter for our discussions, and, to suggest concrete plan of action for, say, 
the coming ten years. By now you would have already received the copy of 
our re-printed book ‘Out of Nothing’. Please read this book and the docu- 
ment, study them thoroughly and encourage others in your community /circle 
to read them. And then discuss. . 


These should be read with interest. Relish them. Then, you will understand 
their value and the taste. These will give you an idea of what CHAI was, 
what it is and what it should be in the coming years. Then, it is for you a 
suggest realistic and concrete plan of action. Then, itis for all of us, with 
the help of the Lord, to strive together, putting our heads, hearts and hands 
together to make health a reality to many more people in our country and may 
be even elsewhere, with particular reference to the poor and the poorest of 
the poor, thereby ensuring “fullness of life’ to them. Through my subsequent 
circulars. we shall keep you informed about the various steps to be taken for 


discussions. 


Those of you who were at this year’s convention and the Golden Jubilee Year 
inauguration at Guntur, would have understood the Sacrifices, hardwork and 
pain that went into the preparation of this document. And those of so many 
people, particularly the study-team under the dynamic and inspiring leader- 
ship of Dr Thelma Narayan. Then, of Course, the members of the Advisory 
Committee and, Specially Prof. P. Ramachandran and Dr. CM Francis. Then the 
money that was required—a big sum indeed—which was provided so gene- 


rously by Cebemo, Holland. 


The best way of showing our grati 
and Master, would be by reading, 


ment the way it was intended for, a 
itself, and thereby ensuring the fullness of life to our people by providing 


health for many more through CHAI dy ring the coming years. 


Hi elnty 


Fr John Vattamattom svd Secunderabad 
14-11-1992 
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SEEKING THE SIGNS OF THE TIMES 


A Discussion Document for Study and Action 
arising out of the 
CHAI Golden Jubilee Evaluation Study 


Study Team 


Thelma Narayan, Johney Jacob, Tomy Philip. 
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Community Health Cell 
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Advisory Committee to the Study 
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IMPORTANT 
This discussion document 
@ gives basic information about CHAI and its membership, 
@ some information about the wider context within which it functions, and 
@ some feedback from the field 
It raises issues specific to the future role and functioning of CHAI, that need to be 
discussed by the membership in general. 
The detailed report of the CHAI Golden Jubilee Evaluation Study will be ready 
after a few months. 
This is not a summary of the Study report. 
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FOREWORD 


Gandhi Jayanthi Day, 1992. 


Uniting together to serve better,a group of dedicated and committed Sisters,working in the 
field of the Healing Ministry,started ona yatra (journey) in 1943. Under the leadership of Sr. Dr. 
Mary Glowery,theyformed the Catholic Hospital Association of India for mutual support in the 
service of the people. What were the objectives of the association? Have they been realised? Have 
those objectives been changed over the period of time? Do the objectives continue to be relevant 
today? What changes are necessary to make the objectives relevant in the foreseeable future? What 
steps should be taken to achieve the objectives? . 


The Catholic Hospital Association took a bold and necessary step to evaluate the work of the 
association and to formulate future tasks. The work was entrusted to the Community Health Cell. 
Dr.Thelma Narayan and her team have been doing an excellent piece of study and research, with 
the help and advice from Prof.P.Ramachandran,Director, Institute for Community Organisation 
Research,Bombay, Dr. Ravi Narayan and many others. That report will be ready soon. 


It is essential that the report should be acted upon soon and not allowed to gather dust. To 
enable the members and the association to address the more important findings and issues out of 
the study,this booklet has been prepared. It is for the study and reflection by each member and 
groups at various levels - Diocesan,State and National. That reflection and study must lead on to 
decisions and time-bound action,appropriate for each member and the association. 


May the Good Lord guide us to take the right steps in the right direction in the service of the 
people and carry us in His palms,should difficulties arise. 


Dr. C.M. Francis 


Bangalore, Chairman 


02.10.92. Advisory Committee 
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PART A 
INTRODUCTION 


This document forms part of a process of ongoing search for meaning, relevance and direction for 
the work of CHAI and its constituent members, in the context of India today, as integral components 
of the health and social apostolate of the church in India, and as citizens of the country. 


It was in this spirit that the CHAI Golden Jubilee Evaluation Study was initiated by the Executive 
Board and Director of CHAI in 1991. This was in preparation for the Fiftieth Anniversary of CHAI, 
to be celebrated in 1993. The process of seeking the signs of the times, from members as well as from 
others, employed methods of research available to us today. 


Efforts were made to be as interactive as possible with members, staff and others, while also 
maintaining objectivity. Rather than being an outside “expert” evaluation giving recommendations for 
the future, it attempted to generate and draw from discussion and thinking among people at different 
levels. This was both from within the Association as well as from outside. 


Very many persons have participated and contributed to the process - 


@ 62.3% of the membership i.e., 1415 institutions have shared information about themselves, 
and have given feedback and suggestions for the future. 


@ 40 persons outside of CHAI, with long years of social concern and involvement in diverse 
fields relating to health and development, actively helped give an outside perspective. 


@ 40 investigators travelled the length and breadth of the country visiting members, often 
through difficult terrains. 


@ The staff, executive board members and representatives of regional units of CHAI also gave 
feedback and suggestions. 


The analysis and report will not be able to capture entirely or do justice to the depth and range 
of discussions and feedback. However, we are sure the process has generated interest and 
involvement. Many expectations too have probably been raised! 


Some of the major issues and concerns that emerged during the process of data collection and 
study are being raised in this discussion document. Issues important for the future of CHAI, 
that need to be discussed by the membership in general are the ones that have been highlighted. 


This document has been derived from all the components of the study. However, itis not a report 
of the study and its findings. The main study report will be a specific publication giving much 
greater detail. It will be available for wider circulation within a few months. 


The purpose of this document is to facilitate the second phase of the study-reflection process being 
planned by CHAI. This will include discussions at regional levels, in small group meetings, and in 
individual institutions. 

The document may need to be read in small doses. Different parts may be used for a series of 


meetings and reflections. It is our hope that issues that have arisen from members and others in ey * on 
process, and given in this document could be the focus of,or background in which the Golden Jubilee 


reflections can take place. 


STUDY METHODOLOGY AT A GLANCE 


@ Aftera preparatory phase of idea drafts and brain storming, the study started ona full time basis 
from July 1991. 


@ The aims of the study were: 


1. To undertake an analytical study reflection on the Catholic Hospital Association of India 
during the last five decades focussing particularly on the past twenty five years and the 
present. 


2. To explore possible roles the Catholic Hospital Association of India could play in the future, 
in the context of the needs of its members, the national situation and the national health 
policy, and as part of the voluntary health sector and the health apostolate of the Church. 


@ Specific objectives and methodologies were worked out towards achieving these aims. These 
included : 


— an analytical historical review; 

— collection of information and feedback from members; 

— departmental! and financial reviews; 

— the use of the Policy Delphi Method to explore future scenarios and roles; and 
— discussions with a number of people associated with CHAI. 


The membership as of October 1991 which comprised 2270 institutions, was taken as the cut 
off point or sampling frame for the study of members. The members are spread across the country. 
They consist primarily of health centres, dispensaries, hospitals and a smaller number of diocesan 
social service societies and social welfare organisations like orphanages, homes for the aged, 
rehabilitation centres etc. 


@ Foradetailed Study of members, a 20 percent Sample, comprising 455 institutions, was selected 
using scientific statistical principles. It was a stratified random sample. Representation 
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according to size of insitution and location was ensured. This group was visited by investigators 


@ Forty investigators received 4 six day preparatory training before visiting the member institu 

tions. We were fortunate to get volunteer scholastics to undertake this important anmnd 
They included Capuchins (OFM Cap.,) and Franciscans (OFM) from Kripalaya and pon 
Jyothi respectively from Mysore; Jesuits from Vidyajyothi, Delhi; Diocesan brothers of Delhi 
from Pratikeha, New Delhi; and a Priest from St. Thomas Mission Society, Mandya. 


A field tested interview schedule was used during the discussions. Besides eliciting feedback 
on the different aspects and programmes of CHAL, information was gathered regarding the work 
involvements and activities of member institutions and the problems faced by them in the field. 


@ Questionnaires were mailed to the remaining 40 percent,or 1817 member institutions. This was 
the same as part A of the interview schedule. The purpose of this exercise was to gather upto- 
date information about the work of member insitutions, so 4s to enable future planning to be 
related to the realities of members and their needs. 


@ Structured feedback and views from the staff, executive board members and representatives of 
the regional units of CHAI was also gathered and analysed. 


@ A financial review (higher audit) was done by an outside expert and departmental reviews are 
being done along with the departmental staff. 


@ The Policy Delphi Method was used with a group of forty persons to identify trends in the socio- 
political and economic spheres in India and their impact on the health status of the population 
in the country. In this context and keeping in mind the specifics of CHAI, possible future roles 
of the Association were explored. The panelists represented diverse fields including education, 
management, communication, theology, psychology, sociology, social work, law, medical 
ethics, pastoral care, development, nursing and nursing education, different disciplines of 
medicine, viz., medical college professionals/educators, mental health, community health, 
policy makers, researchers and representatives of other national level coordinating agencies/ 


networks in health. 

@ Secondary sources of information were studied for the section on the national health situation 
and on Church teachings regarding health and related work. 

@ The entire study was guided by an Advisory Commitice of seven mem 
during the year. 

@ The study am consisting of four members was based in Community Health Cell, Bangalore. 

@ The StJoseph’s Evening College Computer and Data Processing Centre, Bangalore provided 
the technical and infrastructural support for computer analysis of the data. Their staff helped 
with programming and supervision of data entry. 

@ The Staff of different departments of CHAI provided us the necessary support in collection of 

information. 


bets which met four times 


> 
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HIGHLIGHTS FROM HISTORY 


The Catholic Hospitals Association (CHA) 
was Started on the 29th of July, 1943, by a group 
of sixteen Sisters involved with medical work in 
different parts of India. This was before Independ- 
ence, during the period of the Second World War. 
Though rich in resources, several factors over the 
years, including colonialisation, had had an 
adverse impact on the country. The health 
situation of people then was poor, especially that 
of women and children. Epidemics and famines 
took a heavy toll. Medical services, particularly 
for the majority of the population in the rural areas, 
were scarce. 


The Sisters, all medical professionals, had Sr. Dr. Mary Glowery. 
already been working for many years in remote gc ich ia Ha) 
parts of the country. Some of them had been 
pioneers in initiating the medical apostolate of the Church during the 1920’s. In those days, they 
had to get special permission from the Vatican to practice medicine and conduct deliveries, as 
members of religious congregations. Several Sister nurses also worked in Government hospitals 
in the early half of the century. 


Inspired by the teaching of Pope Pius XII to ‘organise the forces of good’ and by medical 
associations in India and abroad, the Sisters formed the Catholic Hospitals Association. This was 
after a few years of ground work with the Bishops, superiors of congregations, Catholic medical 
institutions and religious medical personnel working in government hospitals. The Resolutions of 
the first meeting were : 


— to establish a Catholic medical college and a collegiate course in nursing, 
— to publish a pamphlet or magazine, and 
— to appoint a Board of Examiners in nursing and midwifery. 
The Association was registered as a Society in 1944. During the early years all the office 
bearers had full time medical/nursing responsibilities as well. >The Association covered India, 


Burma, Srilanka (and Pakistan after partition) till 1956. They had annual meetings, and since 1944 
regularly published an in-house bulletin named ‘Catholic Hospital’. 


A Catholic medical college committee was formed and after more than ten years of lobbying, 
fund raising and working through many details, the project was handed over to the Catholic Bishops 
Conference of India (CBCI). 


The CHA Nursing Board functioned for some years and was later closed after the formation 
of the Indian Nursing Council, which was set up for the standardisation of nursing education. 
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Members played an active role in setting up schools for the training of nurses, midwives and 
auxiliary nurse midwives (ANM’s). a 


Issues of medical ethics were raised and discussed at various forums of the Church and the 
medical profession. CHA encouraged and fostered the formation of Catholic nurses and doctors 
guilds for this purpose. 


In summary, the main focus of CHA during the first fourteen years was on : 
a. Promotion and upholding of ethical values in medical care. 


b. Fostering the professional education of nurses, doctors, pharmacists, laboratory techni- 
cians and auxiliary nurse midwives. This was with a view to providing competent and 
qualified staff for member insitutions. 


c. Issues relating to the betterment of medical care and to the professional running and 
management of hospitals. Members kept abreast with developments within India and 
also internationally. They were encouraged to join and participate in national professional 
organisations. 


Over the years, the number of Church related 
medical and health insitutions, and consequently 
the membership of CHA, also grew. In 1957, the 
first full time Executive Director of CHAI was 
appointed. He wasalso one of the secretaries of the 
CBCI Commission on Social Action. The bulletin 
was renamed ‘Medical Service’. Much work was 
done towards the framing of a new constitution, 
which was registered in 1961 and to establishing 
sound procedures of functioning. 


The emphasis during the next decade (1957= 
1968) was on : 


a. Providing continuing education inputs 
to its members through the journal, the 


: Fr. James. S. Tong, S.J. 
annual conventions and through Executive Director of C.HLALL 


seminars,and 1957 - 1973 


b. providing assistance to members to meet 
their needs for medicines and equipment by developing linkages with var 
donors and government. 


ious agencies, 


The annual meetings gradually grew into annual National Hospital Conventions. Dif i 
departments developed, namely, Membership; Projects; Publication; Employment, Nationa 
Hospital Convention and Exhibition, and Responsible Parenthood. 


The importance of public health and outreach to the community was sgaaene asc 
implications of the Second Vatican Council documents and teaching to health work be a “2 = 
atan annual convention. Ecumenical and later secular linkages were further strengthened as a resun. 


Working with government was actively pursued. 
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In 1969, an important meeting of Christian health leaders in India was held. It was sponsored 
by the Christian Medical Commission, Geneva. Community Health was ideneiting as a major 
priority and also the need for working together. As a follow up, the ecumenical Coordinating 
Agency for Health Planning’ (CAHP) was jointly set up by the Christian Medical Association of 
India (CMAIT) and by CHAI in 1970. State level Voluntary Health Associations began to be formed 
from 1970 onwards, with Bihar taking the lead. This resulted from an understanding by CHAI and 
CMAL that the voluntary health sector must work together ina coordinated and more decentralised 
way. Since health wasa State subject, it was considered appropriate to have State level associations. 
In 1974, these were federated at the National level into the Voluntary Health Association of India 
(VHAI). The Executive Director of CHAI, who had been in that position for seventeen years, was 
very involved in all these developments. In 1974, he moved from CHAI to the leadership position 
in VHAI. He was also the moving force, along with others, in the formation of Catholic Charities 
India, which later developed into Caritas India. 


Among several initiatives which received the active support of CHAI were : 
i. the federation of the numerous nurses guilds all over the country into the Catholic Nurses 
Guild of India (CNGI), 


ii. the units of St. Luke’s Medical Guilds which had been fostered by CHAI were federated 
into the Indian Federation of Catholic Medical Guilds (IFCMG), 


iii. natural family planning and the concept of responsible parenthood were introduced. 
Later, the Natural Family Planning Association of India (NFPAI) was formed as an 
autonomous group by several involved people, 


iv. the Hospital Pastoral Care Association was formed in 1971. This was the only initiative 
that did not survive, 


v. _ the Executive Director was also closely involved in the formation of the Indian Hospital 
Association (IHA). 


After 1974, by mutual agreement, VHAI focused primarily on community health, technical 
issues and linkaging with government. CHAI began to develop further, the more specifically 
Catholic areas of its work. New departments and honorary consultative committees were set up. 
These included Responsible Parenthood, Pastoral Care, and Medical Moral Affairs. The Central 
Purchasing Service (CPS) and legal services were also started. 


Further amendments to the Constitution were made in 1978. These objectives of CHAT hold 
good till today. They are : > 


To improve the standards of hospitals and dispensaries in India. 


2. To promote, realise and safeguard progressively higher ideals in spiritual, moral, 
medical, nursing, educational, social and all other phases of health endeavour, 


3. To promote community health and family welfare programmes, 

4. To assist voluntary health organisations in procuring quality amenities. 

Since 1980, which marks the beginning of the present phase, CHAI has continued to grow and 
develop. Its membership (as of October 1991) is 2215 member institutions, 57 Diocesan Social 
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Service Societies and 32 individuals who have Associate Membership. In September 1992, th 
membership was 2308. The office has shifted from the few rooms in the CBCI Centre Delhi, lo 
much larger permanent office at Secunderabad. The number of full time staff has increased to abo : 
sixty. Medical Service was transformed into Health Action in 1988 and is published by a separate 
registered society, ‘Health Accessories for All’? (HAFA). Other publications have also been 
brought out. 


CHAI adopted for itself the goal of ‘Health For Many More’ (a modifieation of the Alma Ata 
goal of Health For All by 2000 AD), witha special emphasis and focus on the poor. An earlier plan 
was put into action and a department of community health was developed in 1981. The concept of 
Community Health was understood “as a process of enabling people to exercise collectively their 
responsibilities to maintain their health and to demand health as their right”. 

Some of the influencing factors during this phase were : 

i. The Alma Ata Conference of WHO (1978), 

ii. A regional consultation of the Christian Medical Commission held in Delhi (1980), 
iii. The articulation of the National Health Policy (1982), 

iv. The social teachings of the Church, 

v. The introduction of social analysis by the Indian Social Institute and others, 

vi. The growing experimentation in the country in community health and other areas. 


In 1983, CHAI adopted for itself the following ten point programme for the next decade: 
1. “Promotion of community health programmes, according to our new vision. 
2. Promotion of spiritual and pastoral aspects of health care. 
3. Promotion of “Respect Life” with special emphasis on just wages and healthy 
human relations etc., in our institutions and promotion of natural family planning. 
4. Working towards self sufficiency of CHAI programmes, especially by collaborating 
with the Government at various levels and utilising their resources. 
5. Building up of solidarity among our member institutions especially by promoting 
the idea of adopting rural health centres by big hospitals. 
6. Diocesan and regional level organisation of CHAI. 
7. Membership drive for strengthening the organisation. 
8. Promotion of low-cost medical care by influencing a better drug policy, prescription 
pattern and standardising of drugs. 
9. Promotion of indigenous medicines and systems of health care. 
10. Holistic approach to health and training of new types of health care personnel in 
large numbers”’. 

New departments and activities were also initiated, forexample continuing medical cue 
library and documentation services, pastoral care (rebirth!) and low cost media. Shomer were 
offered which ranged from ‘Human and Spiritual Growth through Clinical Practice 10 @ variety 
of management courses. Short courses in community health and longer community health team 
training programmes (CHTT) were also initiated. This was later supplemented by a course on 
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Community Health Organisation, Planning and Management (CHOPAM) in collaboration 
with VHAI. 


The CBCI has always had a section or commission on health. In the 1980’s this was for some 
time part of the commission on Justice and Peace. The CBCI commission on Health Care 
Apostolate was separated out in 1989. CHAI has always participated actively, in various capacities 
in these commissions. 


CHAT had initiated the process of drawing up health policy guidelines for member institutions. 
A draft policy was circulated to all members in 1988 with a plan to finalise this through a process 
of regional meetings. Following a series of meetings in which CHAI was involved as a participant, 
the CBCI Commission for Health Care Apostolate brought out Health Policy Guidelines for 
Church-related health institutions. 


Many important events and changes have taken place in its external milieu since CHAI was 
formed in 1943. These have been within the Church, in the national and international socio-political 
Situation, and also in the area of medicine and health. There have beenchanges in thinking regarding 
concepts of causation of disease and types and levels of intervention that would improve the health 
of people, both as individuals and communities. The health and medical care scenario in India has 
also changed, with tremendous growth in the government and private sectors and changes in disease 
patterns among the population. 


The role of CHAI today and in the future has to be located in this broader context. Equally 
important is the role of CHAI as part of the healing ministry/health apostolate of the Church, where 
health is not seen only in technical, professional or in its socio-political aspects but is also related 
to the deeper dimensions of personhood, relationships, spirituality and faith and also to wholeness 
of creation, justice and peace. 


At this point in history, it is important for those of us who happen to be present, to reflect 
analytically on the past and present so that we can be better equipped to build the future. 


The early pioneers of the medical apostolate of the Church and of CHAI, thought far ahead of 
their times. Many of their ideas were considered foolish or at best “impractical dreams”. It was 
recorded in a newspaper in 1944 that CHAI was formed “out of nothing”, that is when there were 
hardly any Catholic hospitals! And Sr. Mary Glowery has been described as a ‘grain of wheat who 
dreamt of a golden harvest’. Today we are witnesses to a multiplication of that grain. How we 
respond to the challenges facing us today may be studied fifty years later! We now ask ourselves 
the question “Harvest for whom and for what”? » 


“The Important thing Is this —to be able at any moment fo sacrifice what 
we are for what we can become.” — Anon 


CHAI TODAY — A BIRD'S EYE VIEW 


1. Distribution of CHAI Members According to Size/Type: 


As of October 1991, CHAI has 2302 members spread across the country. The break-up 


according to size/ type of insitutions is as follows : 


a. Health centres/dispensaries with no beds for inpatients to be admitted— 1148 (49.9%) 
b. Health centres/dispensaries with1 to 6 beds — 388 (16.8%) 
c. Hospitals with 7 to 100 beds = 591 (25.7%) 
d. Hospitals with more than 100 beds es 86 (3.7%) 
e. Diocesan Social Service Societies — 57 (2.5%) 
f. Associate members (individuals having no voting rights) — 32 (1.4%) 
TOTAL 2302 (100%) 
2. The Geographical Distribution of Members: 

a. The four Southern States (Kerala-403, Tamilnadu-380, 

Andhra-227 and Karnataka-153) — 1163, {52,5%) 
b. Central States (Bihar-160, Madhya Pradesh-205, Rajasthan-30, 

and Uttar Pradesh-118) — 513 (23.2%) 
c. The North Eastern States (Manipur-20, Meghalaya-47, 

Mizoram-4, Nagaland-19, Tripura-4, Sikkim-1 and Assam-51) — 146 (06.6%) 
d. Other States (Goa-29, Gujarat-58, Harayana-11, 

Himachal Pradesh-3, Jammu & Kashmir-5, Maharashtra-94, 

Orissa-79, Punjab-28, West Bengal-67 and Union Territories-17)  — 391 (17.7%) 

TOTAL 2213 (100%) 
NO eee 

N.B. The 57 Diocesan Social Service Societies and 32 Associate members are not 


included here. 


3. Organisational Structure: 


a. CHAT is registered under the Societies Registration Act. The members of the general body 
elect a nine member Executive Board with a President, two Vice-Presidents, Secretary, 
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Treasurer and four Councillors. Three posts are elected eve 
in the Board. Board members are elected for three years an 
time. The Board appoints an Executive Directo 
istrator. There are various departments in the CHAI Head Office at 


by over sixty people. 


b. Membership is of two classes, constitutent (institutional) and 
latter do not have voting rights. 


ry year, so as to ensure continuity 
d may be re-elected for a second 


r, Assistant Executive Director and Admin- 
Secunderabad staf fed 


associate (individuals). The 


c. Prior to 1981, voting rights were according to size of institutions. Thereafter a constitutional 
amendment equalised voting rights to one vote per member. 


d. About 15.0 percent of the total membership are life members and the remaining are annual 
members. Life membership was introduced in the 1980’s. 


e. Regional/State Units: 


There is a provision for the formation of Regional/State Units in the Constitution. Attempts 
were made to form such units ever since the Silver Jubilee in 1968 with varying success. 
After 1980 greater efforts were made in this direction. Regional or State units are separate 
registered bodies, but linked to the Centre. The membership fees are divided equally between 
the centre and the units. The units at present are : 


i. 


il. 


lil. 


Vi. 


Catholic Hospital Association of 
Kerala. 


Catholic Health Association of 
Tamilnadu. 


Catholic Health Association of 
Andhra Pradesh. 


Orissa Catholic Health Association. 


North Eastern Community Health 
Association (NECHA). 


Rajasthan, Uttar Pradesh Catholic 
Health Association (RUPCHA). 


Karnataka and West Bengal have had 
occasional meetings. Some dioceses 
also have diocesan level activities. 
During the early eighties diocesan 
health coordinators were identified. 


REGIONAL UNITS OF CHAI 


RATASTHAN @U-P CRUPCHA) 
ORISSA COCHA) 

HQ NORTH EASTERN STATES 
KERALA Cuan CYECHA) 
MM) KARNATAKA & WEST BENGAL 
EB ANDHRA PRADESH CCHAAP) 
5 trAmit NADU (Hat) 


North and South zone mectings were held. This attempt did not last long. 


4. The Headquarters and Units: 
A. The Departments at the CHAI office include: >» 


SS. & Pot. F 


Administration (General). 
Accounts and Finance. 
Membership. 

Central Purchasing Service. 


Community Health with four sub-units 


i. Rural Health 
ii. Urban Health 
iii. Research (Planning stage) 


iv. Low-cost communication media. 


f. Continuing medical education. 
g. Documentation. 
h. Pastoral Care. 

i. Electronic Data Processing. 


B. Zonal Office in New Delhi 


C. Aseparately registered society named ‘Health Accessories For All’ (HAFA) brings out the 
monthly magazine called” Health Action” and other publications. 


D. Additional Projects: 


a. The CHAI Farm Project - with poultry, agriculture, etc for income gencration. There are 
plans underway to start a model integrated health centre with community health 
programmes and a training centre. 


b. A Central Drug Quality Assurance Laboratory is being planned. This will test drugs and 
pharmaceuticals as part of quality control for rational drug therapy and to support the 
network of low cost generic name drug manufacturers. A feasibility study has been 
carried out. 


5. Finances: 


The funding of the activities of the Association depended on membership fees and donations 
from members in the earlier years. Later some funds were available by processing purchases of 
Indian equipment through donor agencies abroad. Additional sources were from exhibitions of 
medical products at the conventions and advertisements in the journal. This has been restricted 
since the mid-eighties in order to fit in with the overall philosophy of the Association. In the mid 
seventies and eighties, funds from foreign donor agencies began to be utilised for specific projects 
and programmes. Initiatives towards self-reliance have been the starting of a Corpus Fund, the Farm 
and a raffle, besides the sale of publications by HAFA. 


6. Linkages: 

a. CHAthas close interaction with CMAI and also with VHAI. The “Health and Healing Week” 
reflections and celebrations are jointly planned with CMAI. Together they have brought out 
the Joint Hospital Formulary. The three organisations also jointly sponsor and conduct 
seminars and workshops. 


b. CHATalso interacts with the CSI, Ministry of Healing, the Asian Community Health mae 
Network (ACHAN), the All India Drug Action Network (AIDAN) and the Internationa 
Association of Catholic Health Care Institutions. 


ear and 
c. CHAI cooperates with government and other organisations to promote health 


development. 


PROFILE OF CHAI MEMBERSHIP — 1992 


A member is the most important person for us 


She is not dependant on us, we are dependant on her, 


She is not an interruption in our work, she is the purpose of it, 
She is not an outsider in our business, she is part of it, 
We are not doing her a favour by serving her, 


She is doing us a favour by giving us an opportunity to do so. 
; — Adapted from Mahatma Gandhi. 


The profile of the present membership of CHAI indicates its distribution, diversity and 
richness. For those familiar with the history of CHAI, it is evident that the membership is a dynamic, 
alive entity, undergoing several changes over time. 

In this document only a brief sketch is given so that the discussion about the future role and 
strategies of CHAI may take into consideration the realities of the membership today. Greater detail 
and analysis is given in the main report. 

The membership of CHAI as of October 1991 was taken as the cut-off point for the study. 
This comprised 2270 institutions including Diocesan Social Service Societies. Associate members 
(individuals) were not included. We have data from 1472 or 64.8 percent of the total membership. 
Included in this group are the 20 percent of the total members (the stratified random sample) visited 
by investigators and the respondents to the mailed questionnaire. The Runs Test performed showed 
that these respondents were randomly distributed. Of this group of 1472 institutions, 57i.e., (3.9%) 
have closed/are not functioning presently. This is 2.5 percent of the total membership. 


The information that is given in this section is therefore derived from 1415 active respondent 
member institutions. This number is the denominator in all tables. 


1. Year of Establishment: 
@ 14 institutions (1%) were established before 1900, 
@ 93 (6.6%) during the first fifty years of this century, and 
@ 1186 (83.8%) thereafter, till October 1991. 


While institutions established earlier were mainly hospitals, in later decades smaller dispen- 


saries and health centres became more common. 


a 
2. Ownership/Management: 


@ 66.9% are owned by congregations of women religious, while 76.9% are run by them. 


3. Geographical Location: 
@ 67.8% (959) institutions are in rural areas, 
@ 15.6% (221) in tribal areas, and 
@ 16.6% (235) in urban areas. 


Thus 83.4% are located in rural/tribal regions. At the national level, all sectors 
hospitals, beds and doctors are more concentrated in urban areas compared to rural : ee = ther 
of 80:20. Dispensaries, however, are more rural based. This is, therefore, not ink yee oS 8 rato 
the overall national situation. However, the level of functioning and pent drint seca a 
primary health centres and dispensaries is very variable. ¢ OVOTRIRCR 


4. Nature of Institution: 
@ 93.9% (1,329) are primarily medical care institutions. Of these 
— 57.0% (806) are dispensaries/health centres, 
— 18.7% (265) general hospitals, 
— 9.2% (130) maternity centres and maternity centres cum dispensaries/hospitals. 
— 4.1% (058) community health centres/projects. 
— 4.9% (070)have a specific focus on leprosy, tuberculosis, ent health, cancer etc. 


@ 6.1% (86) include social welfare organisations (homes for the aged, orphanages, rehabilita- 
tion centres etc.) and diocesan social service societies. Most of these have components of 
medical/health work. 


5. Medical Care Institutions According to Bed Strength 
@ 35.5% (502) have no beds, and 
@ 21.6% (306) have one to six beds. 


This large group of 57.1% (808) could be considered as health outposts or primary health 
centres. 


@ 32.3% (458) are small hospitals with 7 to 100 beds. Of these 318 have 7 to 30 beds. 


@ 4.90% (69) are large hospitals with more than 100 beds. Of these only 3 have more than 
500 beds. 


Different strategies would be required to meet the needs of these bro 
namely health centres, small hospitals, large hospitals, social welfare organisations and diocesan 
social service societies. The work or circumstances in which they function as well as their necds, 
problems and potentials would be quite different. 


ad groups of members, 


6. Distribution of Hospital Beds: 
The total number of hospital beds in the respondent institutions is 31,245. A further a 
of the distribution of beds is revealing : 


nalysis 


a. Rural-Urban Distribution of Hospital Beds 
— 58.1% (18,160) are in rural areas, 
— 4.9% (1,521) are in tribal areas, and 
— 37.0% (11,564) are in urban areas. 


b. Statewise Distribution of Hospital Beds 


@ 41.0% (12,827) are in Kerala, 30.1% (9,418) are in the remaining three Southern States, 
namely Tamilnadu - 11.9% (3,713), Andhra Pradesh - 11.5% (3,599) and Karnataka - 
6.7% (2,106). The remaining States have 29.0% (9000) beds. 


@ 81.3% (25,390) are located in States where health indicators are relatively good, that is, 
where the targets for 1990 laid down in the Nationai Health Policy have been achieved. 
And 18.7% (5,855) are in the States where health indicators are poor. 


Historical factors probably account for this pattern. It could however be suggested that further 
investment in terms of infrastructure and expansion should be in areas cf greater need. 
7. Systems of Medicine/ Methods of Healing Practised: 
A fairly large proportion of members use methods/systems of medicine other than allopathy. 
In these cases, most often more than one system/method is practised. 
@ 93.9% (1328) use Allopathy, 
@ 24.7% (350) use Herbal Medicine, 
@ 10.6% (150) use Ayurveda, 
@ 8.3% (117) use Naturopathy, 
@ 7.1% (101) use Homeopathy, 
@ 4.5% (64) use Acupressure, 
@ 4.4% (63) use Magnetotherapy and 
@ 4.4% (63) use other systems/methods. 


@ 61.7% (864) practice only allopathy, 3.1% (44) do not practice allopathy and 32.8% (464) 
practice allopathy along with one or more methods/systems of medicine. 


During the past ten years CHAI has promoted herbal medicine and non-drug therapies. So too 
have other organisations. The time is ripe now to initiate investigation and study the strengths and 
weaknesses of these methods. 


8. Work Profile: 
@ 46.3% (655) have extension/outreach programmes. 


A range of approaches namely camps, mobile clinics and extension services are used for 
curative and preventive/promotive health work. Some are als@involved in awareness raising 
activities. 


@ 86.9% (1,230) are involved in some type of mother and child health work. 
@ Communicable disease control programmes 
— 22.4% (317) have tuberculosis control programmes, 


— 12.9% (183) are involved in control of leprosy, 
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— 37.2% (526) in control of diarrhoea and gastrointestinal disease 
— 40.1% (568) promote oral rehydration solution. 
@ 63.7% (902) have programmes for health education and a variety of methods are used 


@ 46.8% (633) are involved with awareness raising activities among the community with 
whom they work. A wide range of issues are taken up. 


@ 32.3% (456) undertake preparation of some medicines in their institutions. These include 
mixtures, ointments, ORS packets, powders etc. 


@ 20.2% (286) have introduced rational therapeutics in their institutions. 
@ 13.4% (189) purchase medicines from low-cost drug manufacturers. 
@ 12.6% (179) have got herbal gardens. 


9. Time and Budget Allocation for Preventive Work: 


@ 53.0% of members spend more than 50% of their time and 58.3% of them spend more than 
50% of their money for preventive and promotive work. 


10. Training 
@ Training of a variety of community based workers is undertaken by the members. 
— 29.1% (412) train community health workers, 
— 9.7% (138) train traditional birth attendants (dais), 
— 8.1% (114) train natural family planning teachers. 
@ Training of more specialised health personnel is undertaken by 6.4% (90) institutions. 
@ 30.4% (430) have continuing education programmes for their staff. 
11. Distribution of Personnel: 
There are a total of 28,133 personnel working in these 1415 institutions. 
@ 11.3% (160) were single personnel run institutions, 
@ 78.4% (1109) had nurses, 
@ 41.0% (581) had doctors, 
@ 22.0% (312) had pharmacists, and 
@ 30.9% (430) had laboratory technicians. 
12. Referral of Patients: 
The member institutions refer patients to the following sectors : 
@ 66.8% (945) to government hospitals, 
@ 40.0% (567) to mission hospitals, 
@ 36.6% (518) to private hospitals. 
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PERCEPTIONS FROM THE FIELD 


Feedback on various aspects of CHAI has been gathered from members, those on the 
Executive Board, representatives of regional units, as well as from the staff of CHAI. 


All members have had the opportunity to share their views regarding the strengths and 
weaknesses of CHAI, their expectations from CHAI and their suggestions regarding future thrusts. 
The 20% member institutions which were selected for a detailed study gave feedback on objectives, 
organisational structure and each of the various programmes and activities of CHAI. The level of 
involvement of members with CHAI during the past five years was also stucied. 


The overall response rate to the mailed questionnaire, as well as the response to each question 
has been high. The volume of information gathered has been large. The first round or the 
provisional analysis of this data has been done. However, more time is required for further analysis, 
integration and assimilation. 


In this section, keeping in mind the above 
constraints,some of the main findings from the 
members’ feedback have been given. This is to 
make available the trends of views of members. 
This would help as part of the background for the 
regional/small group meetings being planned dur- 
ing the Jubilee Year. 


A process of ‘reductionism’ has been neces- 
sary as we have had to code, summarize and be 
concise. The main report will cover these aspects 
in much greater detail. 

Strengths 


The fifteen major strengths of CHAT in 
descending order of priority, as identified by 
members are given. 62.0% (878) members re- 
sponded to the question on strengths. 


1. Support, concern and service for its members. 


It is “a hand to hold on to” in the words of a 
member. 


. “Health Action” and other publications. 
. Training programmes, seminars and courses, 


. Meetings and correspondence with members. 


An +} WwW N 


. That the association is organised and is func- 
tioning well. 
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6. The large number of members spread throughout India — that it is a national level body. 
7. Itis a network imparting education to Catholic hospitals and dispensaries. 
8. Itis a forum for unity, where like-minded people can come together. 
9. Conventions and similar meetings. 
10. Community health policy. 
11. Dedication to health work. 
12. Alertness to the needs and signs of the times. 
13. Philosophy and vision. 
14. Preferential option for the poor, reaching out to the marginalised and involvement in social 
issues. 
15. Dedicated and efficient staff. 
Weaknesses 


The fifteen major weaknesses of CHAT in descending order of priority as identified by 


members are given. 45.0% (640) member institutions responded to the question on weaknesses. 


k. 


Poor interaction between CHAI and its members, poor personal contact and communication, 
and sense of alienation felt by members. 


Inadequate focus on rural based members and their activities. 
It does not fulfill the needs of its members and does not look into their problems. 


CHAI programmes are not accessible to many members in terms of cost and their location, 
especially for the smaller ones. 


Poor functioning of the regional and State units. The centre does not take much interest 
in them. | 3 


Services offered are meagre and inadequate. 
The administration and functioning is not efficient. 
CHAI is not practical in its approach. 
Concentration on bigger hospitals. 
Discrimination between members in its service. 
Too much centralisation of power. 
Charging for “Health Action” to small/poor institutions. 
Lack of initiative of members in activities of CHAI. 
Lack of professionalism. It is runas a religious association. Lack of qualified personnel in the 
medical/health field. 
It does not stand for its objectives. 

\7 


Expectations 


The fifteen major expectations that members have of CHAI are given. 69.0% (978) members 


responded to the question on expectations. 
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Better interaction between CHAI and members through visits, more personalised 
correspondence. 

Financial assistance. 

Guidance and support to member institutions, especially smaller ones. 
Training programmes at the State level, preferably using regional languages. 
Medical aid (supply of medicines) on a regular basis. 

CHAI to focus on rural areas. 

Provision of information to improve health work. 

Courses/seminars on labour laws, social analysis. 

Production of health education material in local languages. 

CHAI should be ready to help members out of their problems. 


CHAI to arrange for doctors who are efficient and service minded to work in member 
institutions. 


Support to/ promotion of community health programmes. 
Promotion of low cost drugless therapy. 
Strengthening of regional units. 


Training for community health workers. 


Future Thrusts 


The fifteen major suggestions for future thrusts of CHAI from members are given. 55.0% 


(775) members responded to the question on future thrusts. 


ee FS aS SS FS LY 


Focus on rural and tribal areas and their development. 

Community health and development. 

Health for All by 2000 AD, including cooperation with Government to achieve this goal. 
Health education/Health awareness. 

Training programmes to be organised on different aspects of health care. 

Wholistic health. 

Preferential option for the poor and social justice in the healing ministry. 

Interaction with member institutions. 


Women’s development programmes. 


10. Work on prevention of AIDS/Cancer/mental illness. 


11. Alcoholism and Drug dependence. 


12. Assistance to institutions working for rural health. 


13. Regional planning and action as per the vision of CHAI. 


14. Support to members in their activities. 


15. Supply of free medicines. 


DETAILED STUDY FINDINGS 


Some of the key findings from the detailed study of the members are highlighted here. These 
were the 20% of members (455 institutions) visited by investigators. Fifteen institutions could not 
be covered due to unforeseen reasons, thirty two were closed and one institution refused to 
participate. The number of institutions functioning currently in this group is 407. This therefore, 
is the denominator in the percentages/tables given in this section. 


A. Level of Interaction with CHAT: 


97.3% (396) receive the circulars from CHAI regularly. 


13.8% (56) have been visited by staff members/office bearers of CHAI during the past five 
years that is, 2.8% per year. A higher percentage of institutions with bed strength of more 
than 6 were visited than smaller institutions. Institutions visited were more in regions of the 
country with poor health indicators rather than those with good/better health indicators. 
More urban based institutions are visited than rural and tribal. The differences given here are 
statistically significant. 


25.1% (102) institutions have participated in some programmes of CHAI during the 
past five years. These include seminars/workshops on rational therapeutics, ORT, herbal 
remedies, spiritual growth through clinical practice, pastoral care, management and others. 
They also include diocesan and regional level programmes. A total of 315 persons from this 
sample participated in these during the past five years, that is, more than one person attended 
per institution. During the past five years, there is a gradual increase in the number of 
institutions participating per year. 


A large majority i.e., more than 80% found the contents of the programmes useful. They 
also felt that the seminars were well conducted. 


B. Conventions: | 
@ 32.4% or 132 member institutions have participated in annual conventions during the past 


five years, that is, the annual average is 6.5%. The number of persons from the sample who 


have attended conventions during these five years are 250. Again more than one person 
attends per institution. 


The themes of the meetings during the past five years Were : 


a. Health as if people mattered. 
b. Our health care mission - a search for priorities, 
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c. Our hospitals - towards greater accountability, 
d. Financial administration and project planning, 


e. Women in health care. 
The majority found the themes useful, the sessions interesting and the conventions in general 
well organised. 


@ The follow up by institutions after conventions is low with an average of 3.5% (15) of 
institutions having followed up conventions during each of the past five years. 


C. Publications - Health Action: 
@ 92.9% (378) members received Health Action during 1988-90. 


@ 66.6% (271) of the sample now subscribe to Health Action. 77.3% of urban, 77.9% of 
tribal and 62.3% of rural based institutions subscribe. The difference is Statistically 


significant. 


@ The large majority (95.5%) felt that the magazine was relevant, and that it was interesting. 
A smaller number (4.3%) felt that it was too technical. 


@ On the whole, it was highly appreciated and found to be useful and informative. 


D. Central Purchasing Service (CPS): ; 
24.6% (100) institutions from the sample have availed of the services of Central Purchasing 
Service at any time in the past. 


(The 5 year time period was not considered for this Department) 


@ 42.4% of high bed strength institutions (more than seven beds) and 20.1% of low bed 
Strength institutions (less than six beds) have availed of the services of Central Purchasing 
Service. 


@ 50.0% of urban based institutions, 24.5% of rural, and 13.8% of tribal based institutions have 
used Central Purchasing Service. 
E. Catholic Medical Mission Board (CMMB) Medicines: 

53.3% (217) members received CMMB gift supplies during the past five years. 

81.6% members felt that the medicines were useful and 16.1% said it was. not useful. 
However, 41.0% mentioned that the time period between receiving a consignment of medicines and 
the expiry date was very Short, while in 20.3% the expiry date was already past when the 
consignment was received. In 50.2% cases the time interval was sufficient. 

F. Discretionary Fund: 
27.5% of members (112) received grants from the Discretionary Fund during the past five 


ycars. 


Six institutions received the funds twice during the past five years. 
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G. Project Proposals: 


During the past 5 years, project proposals from 9.6% (39) member institutions had been 
forwarded to funding agencies through CHAI or had been referred to CHAI by the agency. 


H. Community Health Department (CHD): 


@ 8.6% (35) member institutions participated in programmes organised by the CHD during the 
past 5 years. A total of 150 persons participated in programmes such as orientation seminars 
short term training, CHOPAM course (Community Health Organisation, Planning and 
Management),workshops, exchange programmes Ctc. 


@ 7.4% (30) members were fully aware of the vision of CHD, 91.1% (341) were partially aware, 
1.5% (6) were ignorant and 7.4% (30) did not respond to the question. 


@ 84.8% members (345) said that the CHD vision was relevant to their work, 9.3% (38) felt 
it was not relevant. A significantly greater proportion of respondent institutions based in 
regions where the health indicators are poor and those from smaller institutions found the 
vision relevant in their work. 


I. Medical Ethics: 


85.5% member institutions (348) felt that CHAI should have a Department of Medical Ethics. 
A large number of areas were listed as being important to be covered by this department. 


J. Financial Aspects of CHAI: 

28% members (114) from the sample participated in fund raising for CHAI. This was through 
the raffle (85), by donations to the Corpus Fund (26), by contribution to the Golden Jubilee Funds 
(8). Five members did not specify how they participated. Ten membcr institutions participated in 
more than one way. 
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DIRECTIONS FROM DELPHI 
Delphi speaks of the Future Scenario 


Using the Policy Delphi Method of research, 
forty panelists helped in determining future trends 
likely to occur in India, during the next fifteen years, 
in the economic, social and political spheres, that 
would have an impact on health. Similarly, they 
also helped in predicting the possible future health 
scenario in the country. 


The trends 


are clear 


Itis in this broader context that the health work 
of CHAI and its members is situated. A brief 
summary of findings is given. Two rounds of the 
process have been conducted so far. This will be 
completed and reported separately. 


A. Economic Trends: 
The majority (80 percent) of panelists felt that : 


@ Present trends in economic policy are likely to continue. We will have devaluation, 
privatisation, liberalisation, an increase in exports, an increased need for repayment of 
foreign loans and a decrease in government spending. : 


@ Reduced government expenditure will be primarily in the service and development sector. 
Subsidies to health, education, housing etc., will reduce. Budget allocation per person for 
health will reduce. 


@ The economic process will benefit the business and industrial groups most and to some extent 
organised labour. The majority , comprising marginal farmers, unorganised workers, 
landless labourers and daily wage earners will not be benefitted. Children, women and the 
illiterate will suffer most. Poor people everywhere will lose control more and more of the 
ability to determine their livelihood and lifestyles. Their health status will deteriorate and 
they will be unable to avail themselves of the services of privatised health, education etc. 


@ Increasing commercialisation and privatisation of medical and health services will be 
promoted by the leaders of the country, the medical profession and the middle class. 


& Cost of diagnostic and curative medical services will rise at a galloping rate, with the poor 
having less and less access to them. 


A small number felt: = 


@ that the present market economy would increase income and more people would be brought 
above the poverty line. Overall health would improve, 
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@ There would be greater professionalisation in hospital/health management and the develop- 
ment of insurance as a means of third party payment. , 


B. Social Trends: 


@ The nuclear family status will become more common, complicated by increasing breakdown 
and inadequate care of the aged population who will increase in numbers. This may worsen 
the overall status of women rather than improve it. However, improvement of education 
particularly of women, will have some positive impacts on family health. 


@ Increasing urbanisation, with inadequate basic facilities for the poor and increasing 
marginalisation of sections of the population, including dalits, will take place. 


@ There will be a progressive erosion of values in social life. The sense of community will lose 
ground and a narrow sense of individualism will prevail. There will be increase in regional, 
ethnic, linguistic, communal and caste conflicts, with increased social tensions due to 
increase in violence. Several factors will affect general mental health, leading to increased 
awareness, but also to a growing sense of helplessness and unrest. 


@ Mass media (television) will lead to increasing consumerism and replacement of old values 
with increased abandonment of traditional food practices and traditional systems of medicine 
and increased smoking and drinking culture. 


@ Mental health problems will increase caused by increasing confusion, lack of identity and 
responsibility, materialism vs humanistic beliefs, false values and lack of spiritual 
strengths. 


@ However there will be improved educational levels, increased litigation in the health fieldand 
strengthening of consumer protection councils. 


®@ Science and technology will improve the life of the average person and there will be an 
increased focus on ecological and gender issues in public policy. 


C. Political Trends: 
@ The ‘new’ unipolar world will decrease the autonomy of nation states. 


@ The political instability and inadequacy at national level will continue with corrupt, dishonest 
and self seeking politicians dominating the political scene. Political parties will make use 
of divisive forces and the conservative forces will increase. 


@ Destabilisation due to growing disparity between haves and have nots and inequitable 
distribution of resources will continue. There will be a greater awakening among the 
marginalised especially dalits, tribals, and backward classes with increased participation by 
them in social, political and economic processes. 


@ There will be an increased demand for autonomy to states and greater decentralisation, with 


an increase in separatist movements as well. 


‘ sed 
@ There will be increased political consciousness and student movements with an increa 


demand for people centred participatory processes. 
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. Health Scenario in India: 
: “The health problems of India will show a complex epidemiology in the years ahead. While 
we shall continue to have problems of poverty, poor hygiene, poor nutrition and poor environment, 
we shall increasingly experience the problems of development, affluence and modernization. New 
diseases will come up along with the resurfacing of older disease problems with newer trends and 
patterns. While this “double burden’ of disease will severely stretch our limited resources, Our 
ability to deal with the situation will be severely hampered by the broader Socio-economic, political, 
cultural factors emerging on the national and international scene that will determine our develop- 


ment, welfare and health policies”. 


The significant health problems we will have to tackle in the years ahead will be : 


1. Nutrition related problems — malnutrition complicated by increasing chemicalisation and 
adulteration of our foods. 

2. Water borne diseases including diarrhoea, dysentery, gastroenteritis, typhoid, cholera, 
hepatitis B and parasitic infections. 

3. Communicable diseases like malaria, tuberculosis, leprosy, kala-azar, acute respiratory 
infections and preventable childhood diseases. 


. Non-communicable diseases including heart disease, hypertension, diabetes and cancer. 
5. AIDS. 


6. Problems of mental ill-health including a whole range of stress-related disorders, psychoso- 
matic and psychological problems, suicides and dementias. ~ 


Addictions and substance abuse problems. 
Pollution related diseases including allergies, asthma and other hazards. 
. Disabilities and handicap problems. 
10. Health problems of the aged. 
11. Iatrogenic diseases. 
12. Accidents. 


. These health problems will be further complicated by an increasing number of issues 
significant to health and contributing to the magnitude. These will include : 


1. Increasing environmental pollution and deterioration of ecology. 


2. Increasing challenge of providing basic environmental sanitation. 
_ 3. Urbanisation and its consequences/contribution to health of the urban poor. 
4. Increasing importance of ethical issues in medicine and medical care. 
5. Rational therapeutics in the context of a growing abundance of drugs. 
6. Problem of increasing population growth coupled with high literacy and inadequate health 
resources, : 
7. 


Increasing violence in society and its consequences on social health. 


In response to the challenge of developing and Sustaining health care delivery systems to meet 
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these problems and tackle these issues, the following will become significant for the planning 
process in health care. P g 


| 


er Ph 


10. 


Health care planning will have to meet the challenges of priorities, equity, limitation of 
resources, rural-urban disparities, clarifying the role of technology, access, roles of govern- 
ment, private and voluntary sector. 


Costing and financing of health care will become crucial in the context of the market economy 
Commercialisation and issues suchas cost-effectiveness, self financing, affordability and cost 
escalations will become significant. 


Human health manpower development will be complicated by inadequate supplies of the right 
type of doctors and health team members for primary health care,side by side with over 
production and overspecialisation of the wrong categories of health workers for secondary and 
tertiary levels. 


Rational drug policy that will deal with availability, distribution and adequacy or essential 
drugs side by side with the control of misuse and overuse of drugs. 


The challenges of providing basic needs and primary health care for all. 

The needs, priorities and appropriate choices for secondary and tertiary health care. 

Health education to promote positive health attitudes and capacities towards primary health. 
Integration of medical systems, both western and indigenous. 

Research in alternative approaches, health behaviour, women’s health and holistic health care. 


Promotion of holistic health care of positive/wellness model with stress on five basic 
dimensions of self responsibility, physical fitness, nutritional awarencss, environmental 
sensitivity and stress management. 


Though the health scenario may seem somewhat bleak in the next fifteen years, the greatest 


positive task facing health organisations, such as CHAIand its members, will be to evolve a creative 
multi-dimensional, multi-disciplinary and people based response to the challenges of the future. 


“Everyone has the right to a standard of 
living adequate for the health and wellbeing 
of himself and his family...... 


__UN Universal Declaration of Human Rights, 1948 


“The enjoyment of the highest attainable 
standard ofhealth is one of the fundemental 


; i i t distinc- 
LL- Seneere rights of every human being withou 
te C Beanens? tion of race, religion, political belief, eco- 


nomic or social condition” 
__ Preamble to WHO C onstitution, 1946 
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GLIMPSES OF HEALTH, DISEASE AND 
RELATED FACTORS IN INDIA 


CHAI and its constituent members all work towards bettering the status of health of people 
in India, towards alleviation of pain and suffering and the curing of diseases. 


It is important to keep in touch with the 
prevailing patterns of diseases in the country in 
different regions and to understand the causative 
factors of disease and ill-health among people. 
New insights and discoveries, different perspec- 
tives and approaches all contribute to some under- 
standing of this complex, multifactorial process. 
This helps towards evolving methods of interven- 
tion that seem rational and likely to meet with 
some success. It also helps us to realise that non- 
medical interventions can have a tremendous 
impact on health, both good and bad. This reali- 
zation helps us to recognise that several people in 
society, infact are part of the health “team”! 


A brief glimpse of health, disease and related 
factors in India is given here. More detail is 
provided in Part — C for deeper study. 


@ Forty percent of deaths still occur in 
children below the age of five years. 


INDIA 

1991 
Haryane 16,317,715 1.93% Delhi 9,370,475 1.11% 
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Jammu and Kashmir (Projected) 7,718,700 0.91% 

Himachal Pradesh 5,111,079 0.61% Mizoram 686.217 0.08% 
Tripura 2,744,827 032% Chandigarh 640,725 

Manipur 1,826,714 0.22% Sikkim 403,612 0. 
Meghalaya 1,760,626 0.21% A and N Islands 277,989 0. 
Nagaland 1,215,573 0.14% Dadra and Nagar Haveli 138,542 

Goa 1,168,622 0.14% Daman and Diu 103,439 0. 
Arunachal Pradesh 858.392 0.10% Lakshadweep 51,681 R 


% The Infant Mortality Rate (IMR) is 80 per 1000 live births (1990 prov.) and Crude Death Rate 
is 9.6 per 1000 population (1990 prov.). Several other developing countries, for example 
China, Srilanka, Phillipines, Cuba etc., have a much lower IMR than India. 


@ There are major differences between different States and regions in the health status of 
people. The States of Bihar, Madhya Pradesh, and Uttar Pradesh, where a large proportion 


of our population live, are the worst off. 


@ However, within each State, even in the most developed ones, there are districts, areas and 
groups of people that have a very poor health status. Class and caste factors are important 


determinants. 


@ There are big urban-rural differences and within urban areas, the urban poor suffer most. 


@ There are large gender differences between women and men, the girl child and the boys. 
Maternal death rates are unacceptably high as compared to other parts of the world. 


@ Though death rates are declining, morbidity continues to be high. 
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@ The old scourges of communicable diseases still take their toll. Small-pox and plague have 
beeneradicated. However, tuberculosis, leprosy, filaria, malaria, kala-azar in some areas and 
waterborne infectious diseases cause a tremendous load of morbidity or disease among the 
population. 


@ Non-communicable diseases are on the increase. They include cancers, cardiovascular 
diseases etc. They too affect the poor the most. 


@ Levels of under-nutrition, though showing some improvement over the years, continue 
to be high. 


@ 31.0% of the rural population has access to potable water supply. 
@ 0.5% of rural population enjoy basic sanitation. 


@ The population grows withan additionof 16 million persons every year, the Crude Birth Rate 
being 29.9% per 1000 (1990 prov.). 


@ Between 30 to 40 percent of the population continue to live below the poverty line. 
@ Deep rooted hierarchical stratification of society with class and caste divisions also continue. 


@ Growing fundamentalism, communalism, regionalism and separatism, with the increasing 
use of violence and terrorism, take their toll. 
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A LAMP TO GUIDE OUR FEET 
Church Teachings on Health and Related Work 


The formation and growth of, CHAI 
and its members have been inspired and 
Sustained by the deep faith dimension of all 
who have been actively involved init. Many 
hearts have been moved by the ccascless and 
challenging call to respond to human suffer- 
ing. These responses have taken varied 
forms. In the fifty year history of CHAI one 
cansee that fresh understandings and insights 
have had an influence on the work of Church 
related institutions in this sphere. 


There have been church related medi- 
cal care institutions in India since the seven- 
teenth century. At the turn of this century 
there were about nineteensuch mission hos- 
pitals/dispensaries in the country. Sister 
nurses also worked in government hospi- 
tals. The origin of CHAI took place under 
the slogan “Union gives strength” in 1943. 
As has been mentioned, one of the factors 
responsible for the formation was the exhor- 
tation of Pope Pius XII to nurses and medi- 
cal workers to “organise the forces of good”. 
This coming together was a source of Strength 
and over the years there has been an increase 
innumbers. Later the Second Vatican Coun- 
cil opened the doors to greater humanism 
and to ecumenical and secular dialogue and 
linkaging. Challenges that arose from here 
opened CHAI to community health work. 
Over the years the social teachings of the 
Church evolved towards making a preferen- 
tial option for the poor almost a mandate. 
Theological perspectives of working in solidarity with the marginalised and impoverished have 
been growing in Asia probably drawing inspiration from developments in Central and South 
America. There is a growing deepening in the understanding of poverty, dehumanised conditions, 
inner conflicts and struggles, as well as ecology and other specific issues that pose a challenge to 
all those involved in working with people. 
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Excerpts from statements/reports of important church bodies on health and related work are 
now given. This is to facilitate reflections by individuals, institutions and small groups during the 
Jubilee Year ; 1 


The CBCI reportof the meeting in Bombay in 1971 gives the following statements on “Povert 
and Development” y 


“For us who accept the teaching of God and of His Son Jesus Christ, love of one’s neighbour 
assumes a position of centrality so profound and pervasive that men and his concerns have 
become both the common task and love of both religion and development. Jesus Christ’s own 
mission was deeply involved in the alleviation of human needs. He provided bread of life 
for hungry crowds, new limbs for the handicapped and restored the sick to health. The Church 
must carry on His mission and He speaks to us today in the demands of our fellowmen for 
bread, health, education, work - in short for human dignity and justice. 


To achieve this aim, the church must accept that health personnel, services and relief work 
will always have their important place, the more relevant and meaningful efforts today will 
concentrate on change of atmosphere, transformation of structures, creation of new relation- 
ships and a fresh value system and provision of ampler freedom and wider opportunities for 
all men”. 


The CBCI Memorandum to the 1971 Synod of Bishop in Rome added, 


“Love implies an absolute demand for justice, namely a recognition of the dignity and rights 
of one’s neighbour. Thus love cannot co-exist with injustice of any kind, and a keen love for 
our people must drive us with irresistable force to fight against the injustice which oppress 
them”. 


The Pontifical Council, Cor Unum set up a working group in 1976 to examine Primary 
Health Care. Their report was entitled “Health Work for Human Development”. A second group 
was convened in 1977 which brought out a report “The New Orientation of Health Service with 
respect to Primary Health Care Work”. 


This report is of relevance to Church related health institutions in India. Both these reports 
interestingly were before the famous Alma Ata Conference of WHO in 1978, where “Health For 
All by 2000 AD” was enunciated as a world wide goal, and primary health care accepted as a major 
strategy. However, they did reflect the conclusions of the 1975 meeting of the WHO. 


The report stated that “Jesus considered suffering and sickness as forming part of the “less 
human” situations which the Encyclical “Populorum Progressio” asks us to endeavour to make 
“more human”. Since human development also means sol idarity, the need to work with the family, 
neighbourhood and village and the practice, of community medicine was considered necessary. 
Health personnel should “listen and learn” and should be “more concerned with fostering action 


than undertaking it themselves”. 
The document set the focus or framework for change very forcefully. 


; d also 
“The mission that we have been given is a call for a true conversion of ne! gare a “ 
tye? | s the masses 
of our methods .....since Christians are the leaven we must reach out towar 
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providing simple, accessible and promotional health care...... The members of the commu- 
nity must be helped where necessary, to become aware of their own problems and to express 
them. so that, here again they become the craftsmen of their own development’. 


“The emphasis given to the new primary health care policy has shown the vital importance 
ofa whole motivational approach on the part of those who work in the health field or for health 
improvement. Unless this new approach on the part of the personnel is inculcated through 
special courses that need thorough planning and implementation by highly qualified staff, gi 
new orientation to be followed by the various health services will simply not come about. 


“Christians are citizens just like any one else, and must be committed to the struggle against 
underdevelopment”. 


“Members of religious congregations must take a good hard look at the current conditions 
under which they are working in order - when and where necessary - to redirect them. It 
sometimes happens that as a result of changes which not everyone is necessarily aware of, 
too many of them work in hospitals and health centres that have become too expensive for 
the majority of the population and are only within reach of the pockets ofa certain “elite” who 
can afford them. In this case the leaven is too far removed from the loaf”. 


They also spoke of a time when the government started providing health services - “far from 
being discouraged or useless as a result of this new state of affairs, they must see it as a golden 
opportunity to play an active part in the national endeavour to bring about integral and mutually 
responsible human development”. 


In 1978, responding to the urgent needs of the country, the CBCI outlined the new challenges 
before the Church in its apostolate. 


“The Church is heavily engaged in education, health services and development work and her 
contribution in these fields has been appreciated...... However, we must constantly evaluate 
our traditional insitutions so that they become genuine witnesses to the Church’s concern for 
the building of a just society and thus be effective instruments of social change”. 


“We want our health services to take primary health care to the masses, particularly in the 
rural and urban slums. Catholic hospitals and dispensaries should stress the preventive and 
promotive aspects of health care. Specifically, we would urge them to join hands with the 
civil authorities in their programmes for the eradication of leprosy. Our health outreach 
programmes may demand a change in the routine, especially of religious communities of men 
and women involved in this work and their formation should prepare them to meet the new 
spiritual challenges that are posed”. 


In 1983, the CBCI Commission for J ustice, Development and Peace, which then included the 
health section, added the concept of struggle for a just society to the health mission by stating - 


“The creative struggles of our people invite us to enter into critical collaboration with people 
of all religions, ideologies and agencies who strive after a just society. As a credible sign of 
this process the Church initiates action for justice within its own structures”. 


The Commission proposed the following priorities of work in the field of health : 
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1. To promote community health programmes on a priority basis 


2. To train health care personnel with a bias towards rural health programmes and Christi: 
values. "a 


The recent statement of the CRI National Assembly (January 1992) is a very challenging 
document. After reflections on the national situation and the Church’s social teaching, the major 
superiors of CRI renewed their commitment to liberation of the oppressed and to solidarity with the 
poor. They expressed specific concern for the “dehumanised dalits, the dispossessed tribals, the 
discrimination against women, marginalised ethnic and other minorities, enslaved bonded labour- 
ers and child labourers, degraded slum dwellers, unorganised agricultural, industrial and domestic 
workers, migrants and refugees”. 


They identified the following responses required of them : 
— a new thrust for social justice in all areas of apostolate, 


— to evaluate, reorient and prioritize ministries in consonance with the varied charisms, with 
redeployment and training of personnel and distribution of material resources accordingly, 


— to show solidarity with people’s movements, 


— after discernment, issue based collaboration with other groups working for justice at all 
levels, 


— to include the social teachings of the churches and suitable training in the formation 
programmes for religious, especially those specifically missioned to work for justice, 


— to evolve a way of life that leads to a spirituality that is nurturing and supportive of action 
for justice programmes, 


— and specifically for 1992: 
@ 1o initiate community study and reflection on the social teachings of the church. 


@ organisation of training programmes for action for justice with a thrust to peoples’ 
movement. The methodology will include exposure experience programmes for those 
missioned to the social apostolate, outreach programmes for those engaged in educa- 
tional, medical, pastoral and evangelical apostolates. 


The General Body Meeting of the CBCI in January 1992, has also encouraged the church in 
India in all its activities to focus specifically on dalits, unorganised labour and on women. A few 
excerpts from the summary of the main papers : 


— “a forceful plea to stop discrimination against women, which seem to be embedded in the 
structure of our society. Many forms of discrimination in society and the church were listed, 
beginning even before the birth of the girl child, violence against nomen - physical, sexual 
and psychological, is a result of an inhuman and unchristian attitude”. 


“ iole inst the 
— they also condemned unequivocally direct abortion — another form of violence agains 


unborn and the destruction of human life”. £ TeAut H 
; y ach a a 
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abour in rural areas, domestic workers, construction workers and immigrant 


form the bulk of the group of unorganised labour. Insecurity of work, inability 
nd retirement benefits are their lot”. 


— “agricultural | 

labour in cities 

to negotiate service conditions, absence of safety a 
arish/diocese is acommunity of believers where all sections of the people of God, 
gather in small groups, are involved in the planning, decision making and execution of 
various activities of the church. The leadership required insucha church isa non-dom inating 
one, following the example of Jesus who came not to be served but to serve. Each diocesan 


region has planned such a participatory church”. 


— “the ideal p 


These provide a new thrust and need to be considered seriously by all those engaged in the 
health-medical apostolate. 


The CBCI Commission for Health Care Apostolate, in January 1992, has brought outa “Health 
Policy of the Church in India - Guidelines’, bringing together the thrusts and priorities evolving in 
recent years. Itencompasses a wide range of topics - including theological foundations, spirituality 
and health, community health, mental and social health, areas of special concern, emergency 
services, special groups, rehabilitation, responsible parenthood, rational use of medicinal drugs and 
technology, care of the terminally ill, ethics, right to life and right to health among others. 


This is an important document, offering guidelines to church related health work. Policy 
statements from this document are given in Part-C of this document. 


A paper on “Health and Wholeness” which arose out of a long term study by the Christian 
Medical Commission of the World Council of Churches, provides the broader framework and the 
context in which the health apostolate of the 1990s should be located. It reflects on healthas an issue 
of justice, of peace, of integrity of creation and of spirituality. It is a good background paper for 
study reflection and is also given in Part-C. 


The life and teachings of Jesus and the teachings of the Church can thus be the “lamp to guide 
our feet” as we proceed in our life’s journey as health workers. It is in this perspective that each 
of us can reflect on our role and that of our institution in the life and activity of CHAI. 


“The spirit of the Lord is upon me, because he has anointed me 


to preach good news to the poor. 


He has sent me to proclaim release to the captives, and recovering 
of sight to the blind, to set at liberty those who are oppressed, to 
proclaim the acceptable year of the Lord.”...... 


And Jesus said “T oday this scripture has been fulfilled in your 
hearing” all in the synagogue were filled with wrath. ~And 
they rose up and put him out of the city”. 


Luke 4 17-29 
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PART—B 
IMPORTANT ISSUES FOR THE 
FUTURE OF CHAI 


Introduction 


CHAIand its constituent members have much to feel satisfied and proud aboutat this moment 
in their history. Looked at objectively,there is no doubt that significant contributions have been 
made in the provision of medical care and in the promotion of health of people in India. The most 
striking examples arc in the areas of health of women and children, service in remote areas and with 
underprivileged groups, the training of women health personnel, the promotion of public health, 
community health, community organisation and the promotion of rational therapeutics, among 
others. Many newcr areas are being actively explored by several members, for example wholistic 
health, use of alternative systems etc. There are several other areas of strength. 


One of the purposes with which CHAI had initiated this evaluative study-reflection process, 
was to identify key issues that must be considered by the Board, the executives and the Association, 
as future strategies are planned for the nineties and beyond. 


As has already been mentioned, the study has benefitted from the perspectives and views of 
different groups of people.Several areas identified by these different groups are similar and resonate 
with each other. This is particularly regarding health problems/issues that need to be addressed, 
types of strategies required etc. There is however greater divergence in the perceptions of different 
groups/members about CHAI. Each probably arises from their own particular experience and 
expectations. However, certain broad or predominant trends in thinking have emerged. 


Issues being raised in this section, arise out of a fifteen month involvement in all the 
components of the CHAI study. Results that have come in have been considered. Gandhiji’s 
talisman (see back page); faith reflections; an understanding of the role of medical care; an 
epidemiological approach; and a social analysis have all influenced the choice of issues raised. 


The issues chosen are considered important for collective reflection and action. However, the 
data and information from the study will be available for all to make use of, and to arrive at their 
own issues. The specificities of local situations would be an important yardstick for choice of issues 
for discussion as well. 


Like ina football game, some one has to kick off the start and that is what is being done through 
this document. The players in this case can determine the rules, as well as the direction of the game. 


We hope that this will be a reflective, constructive and useful exercise. 


1. Union is Strength 
— exploring the potential of this ‘union’ 


There is meaning even today,in the slogan under which Dr.Sr.Mary Glowery started CHAI 
namely “Union is Strength”, and also in the exhortation of Pope Pius XII “to organise the ieetie 
of good”. 


As individual institutions, a role can be played at the micro level. But it is only by coming 
together that a larger level role can be played. 


The challenge before CHAI and its members today is to identify what this larger level role is 
and to equip itself adequately to play this role. 


As a united body, members can reflect on issues and plan appropriate action (think globally). 
At the individual, local and micro levels they can implement these collective decisions (act 
locally). 


Several questions can also be asked : 


@ Has the association in the last fifty years fully explored the potential of this ‘union’ of 
members? 


@ Isthere a need to be more united, organising the forces of good for the improved health 
of people, particularly the marginalised and impoverished ? 


@ How can we be more united? : 
— within institutions; 
— with neighbouring members; 
_— within diocesan/State/regional units; 
— with CHAI at the national level; 
_ with other voluntary organisations. 
@ Could building linkages with peoples’ organisations and movements be considered? 


@ What will the objectives and nature of all the above types of linkages be? Among these 
where should our priorities lie? 


; — , d 
@ Howcan we monitor progress towards greater unity, better organisation and improve 


health? What would be the indicators of this process? 
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2. What Does CHAI Mean to its Members? ) 
During its early formative years CHAI was very much an association of professionals. All the 
issues taken up were professional ones, in the context of the Indian situation. Even the concern for ethics 
was for medical ethics. It was also clearly an ‘Association’ in its early years with no full timers. Its 
growth depended on the active contribution of members in ifs thinking process. 


Its concepts of ‘self’ and ‘the image’ projected to members and others have since changed. On 
the one hand, there was the welcome addition of the social science stream in its thinking. There has also 
been a growth in the central organisation, with greater potential for responding to members needs, 
providing services etc. On the other hand, there has been a dilution in the involvement of members in 
its process of evolution. It has even developed some internal contradictions. 


For instance, since the past two decades it also tends to play the role of a funding agency, or rather, 
more of a middle man role. The second highest expectation of members from CHAI is for financial 
assistance/medicines etc. There is no doubt that the financial needs fifty years ago were much greater, 
and sources of support more difficult to find. However, the foundresses did not form CHAI for this 
purpose, nor did members look to CHAI for this. Infact, they contributed from their own meagre funds 
forthe running of the Association, its bulletin and activities without any external support. Nothing was 


subsidised. 


Over the years, CHAT has also become institutionalized .This is potentially a positive phenomenon 
as any achievement requires good organisation. The image of CHAI is also becoming that of a large 
benevolent organisation offering security, material benefits and some services. Members play a 
relatively passive and dependent role vis-a-vis CHAI. Again, study findings indicate that several 
institutions join froma sense of duty because it is a Church organisation and because they hope to receive 
something, particularly material benefits from it. The sense of joining a common cause has waned. 
Whereas these needs may be legitimate, the prime purpose of CHAT has to be clarified. 


However, right through its history, as seen in its resolutions, themes of conventions and activities, 
CHAT has also a core live element in it. This element has always sought to work towards the greater 
good. It has made relevant changes, and given birth to new ideas,initiatives and organisations. Contact 
with people through its members, has been a source of inspiration, strength and challenge. The profile 
of activities of members indicate the wide range of work involvements and the immense changes of 
approach taking place. These are the contradictions that are signs of great hope and promise. 


A fundamental question: There is, therefore, need and scope today, for redefinition 
and clarity of the identity and meaning of CHAI, for its members. 


@ Do members want CHAI to be: — a professional association with a social concern? 
— a force working towards social change? 
— acharitable body? 
— a source of funds? or 
— an institution ? 


@ Will members play an active role in determining and giving shape to this identity? 
The implications of the ansWers to these questions will need to be understood. 


It is on this‘ conscious ‘or unconscious fundamental image, that will depend, the direction that 
CHAI will take. It will also draw on this for its internal dynamism, the relationship with members and 
with other organisations and forces. Its contribution to society in India, will also evolve from this. 
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3. Redefining Philosophy, Goals and Objectives 


Having completed fifty years of involvement in the health scene in India and arising from the 
previous two points; R 


@ Could CHAI have a brief current statement of its understanding about the health 
situation, the causes of disease and health in the country and the philosophical 
assumptions underlying the role that CHAI perceives for itself ? 


@ Do the goals and objectives need to be reframed? 
@ Do long and short term strategies need to be drawn? 
@ Could they be endorsed by members? 


@ How could the involvement and commitment of members to this be enhanced? 


Study findings reveal that there is a certain lack of clarity about goals and objectives 
among the members as well as the staff of CHAI. 


@ How can we ensure that members, staff and office bearers of the Association are always 
aware of the objectives and priorities of the Association? 


@ How could we ensure that these are internalised by all concerned? 


@ Would a mission statement help? 


3A Would you agree with the issues given below for the statement of 
philosophy? These have emerged from members and Delphi Panelists. 


O Preferential option for the poor — to promote health work in remote rural and isp ee 
areas, particularly of underdeveloped states, in urbanslums, among tribal groups, Fit nal nth 
groups, and indigent populations. Support of efforts by groups who bring the needs and issues 
of the poor to centre stage. 

y health care service issues - tO 


: i i Ith work and not onl 
O Justice dimensions of health/hea and a more just health and 


support and build the organisational capacity of people, to dem 
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social service system, and to actas a counterveiling power to the pharmaceutical industry and 


to vested interests. 


O Enabling/empowering people in health work — to enable individuals to take care of their 
own health, to be able to analyse and respond to their problems themselves, to avoid 
everything that creates dependency and non-participation, to support a peoples’ health 
movement, to enhance liberation and growth of people, to increase community responsibility 


for health work. 


O Holistic approach to health — where there is harmony in body, mind and spirit, in society 
and with the environment. This is closely related to the spiritual dimension of health and is 


totally non-sectarian. 


O Community based non-institutional health work — to demystify medical knowledge,to 
deprofessionalise as far as possible, to build on people’s health knowledge and practices and 
to be sensitive to their culture. There is a need for greater focus oncommunity health, but there 
is an important place for good institutional health care too. 


O Improved accessibility of the poor and underprivileged to medical and health care 
services — to good quality basic health serviccs and to life saving bio-medical services. 


O Develop a sense of understanding and caring among health workers and in health 
institutions. 


O Promotion of a sense of community and belonging that are critical to wellbeing and 
wholeness — by helping make pcoplc inter-dependant and concerned about each other. The 
primary responsibility for health care lies within the community itself and within families to 
take care ofeach other. Hence creating healthy communities - that receives, accepts, forgives, 
heals and commissions is of the highest privy itv. 


O Spiritual dimensions of health and healing— whichis intricately linked to wholeness and 
a wholistic approach to health. Several of the points raised earlier relate to a spirituality which 
Strives to make a dehumanised situation more human. 


O The need to focus on members of the health care team, in its broadest sense, to help 
maintain their motivation, nurture those involved in health work, and to provide means for 
fellowship and mutual support among themselves. 


O Gender related issues — womens’ health status, their access to health care and the impact 
of technology on women. 


O Enviromental/ecological issues as they relate to health. 


O Strengthening of self-reliance at all levels — by promoting herbal and home remedies, 
nondrug therapies, low. cost care and appropriate health technology. And reduction of 
dependence on drugs and the medical industry. 


O Integrated approach to medicine and health —studying, understanding and using Indian 
and other systems of medicine, namely Ayurveda, Siddha, Unani, Homeopathy, Acupunc- 
ture etc., and local health practices and remedies. 
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4. Clarification of Current Role 


CHAI functions today in the midst of several groupings. A representation of the groups in 
health/related sectors at the national level is as follows: 


CNGI Central and Statc CBCI Commission for 
IFCMG Government Bodies Health Care Apostolate 
NFPAI CRI 

ISNFP 

FIAMCO Biomedical SJMC &H (CBCI Society 
Ethics Centre for Medical Education) 
Professional CMAI 


Associations VHAI 
CSI Ministry of Healing 
LSPSS 
AIDAN 
ACHAN 
FUNDAGS mfc 


CRI — Conference of Religious of India SIMC&H — St.John’s Medical College and Hospital 
VHAI — Voluntary Health Association of India CMAI — Christian Medical Association of India 

CSI — Church of South India AIDAN — All India Drug Action Network 

LSPSS — Lok Swasthya Parampara Samvardan Samiti CNGI — Catholic Nurses Guild of India 

IFCMG — Indian Federation of Catholic Medical Guilds NFPAI — Natural Family Planning Association of India 
ISNFP — Indian Society for Natural Family Planning TNAI — Trained Nurses’ Association of India 

IMA — Indian Medical Association THA — Indian Hospital Association 

ISI — Indian Social Institute MFC — Medico Friend Circle 

IGSSS — Indo-German Social Service Society ACHAN — Asian Community Health Action Network 


Several times during its history, CHAI has shown a flexibility in taking up issues that it 
considered important, and after some time it handed over the job to the other organisations or 
withdrew when the role was taken care of by others. Thus, it has been a true catalyst. 


In the context of all these factors, 
@ what should be the role that CHAI should play during the nineties and beyond? 


Regional, State and diocesan units may also need to identify their own specific roles in the 
context of their own situation. 


Health is a State subject and different State governments differ in their level of functioning. 
NGOs or voluntary organisations are also more active in some Statés than in others. 

@ Could the resources available in terms of facilities for training and continuing 
education, along with other aspects be studied, in the voluntary/government sector in 
each state? 

organisations and other strengths of phe 


be identified. This peoples’ sector ismost 
ad 


The skills, local knowledge and practices, peoples’ 
communities within which institutions are located need to 


often ignored. 


@ How could we learn and link more with this sector? 
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5. Diverse Membership Needs Call for Different Strategies 


When exploring future strategies, the reality of the present day membership of CHAI, its 
composition and their activities is an important factor to be considered. 


As seen in the profile of CHAI membership - 1992, there is a great diversity of membership 
which is a tremendous strength for the Association. However, it is obvious that the circumstances, 
needs and the institutional objectives of these different groups of members differ. Different 
strategies would need to be evolved for these diverse needs. 


A substantial proportion of members are small health centres. Many of these are run by one 
or two trained persons, most often nurses. They often have to handle problems - medical and non- 
medical, that their training in bedside nursing may have not prepared them. The present 
programmes and activities of CHAI and also future strategies would have to consider the special 


needs of this group. 


@ [nour own region/State/diocese,what are the needs of these members? How can CHAI 
help? What are the other resources/facilities available? Can we plan for the next three 
years? 


Similarly the medium sized hospitals and their personnel have special needs. And so also do 
the larger hospitals. 


@ What are the needs of this group ? How can they be met and by whom? 


Asmall number of social welfare organisations, social service societies and community health 
projects are members. They could play a very useful role. They are a constant reminder that other 
approaches that impinge on health, exist and are necessary. 


@ Are they on the perifery of the Association? 
@ Can a creative dialogue between the different groups in the association be fostered? 


Several issues related to members have been tackled by CHAI for example supply of CMMB 
medicines, equipment, etc., through CPS, promotion of pastoral care, medical ethics, rational 
therapeutics, management, urban health, extension work and community health. Issues concerning 
accountability have been raised. 


@ Are these adequate? Are these being appropriately utilised by members? What more 
is needed? 


Different strategies to serve the needs of the broad groupings of members need to be evolved 


@ Should this be done onty by the CHAI office? What can be the inputs of the Board, the 
~ regional units and all members in this? 


Everyone has something to offer —a perspective, a skill, an experience, an approach, 


@ Can these be identified, made known and harnessed? 
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6. Need for Decentralisation and Democratisation 


For an Association as large and varied as CHAI and functioning in 
a country as vast as India, it is necessary to have greater decentralisation 
of power and responsibilities, greater democratisation and leadership 
from among the members. 


Very few members today see CHAI as being their creation, their 
Association which they need to build by contributing much more than an 
annual subscription. The relationship of dependance and apathy regard- 
ing its functioning is such that one cannot then have great expectations 
from CHAI or its members. In this situation, the headquarters too can 
develop a patronising and patriarchal attitude towards members - worry- 
ing about them, trying to keep them in line, bemoaning the fact that they 
do not have enough control over them, etc. 


If a meaningful role is sought to be played collectively as an 
Association then much greater effort needs to be put into the internal 
dynamics and mechanisms of functioning of the Association. 


Despite the fact that provision for regional units was made at its inception , and more definite 
efforts and resolutions made since its Silver Jubilee, this vital aspect of having vibrant and alive 
Regional/State or Diocesan level units has not materialised in a sustained way. Barring a few 
exceptions, the attempts have usually succumbed to ‘underfive’ mortality. 


@ How can members be encouraged to take leadership and responsibility? 


@ How could the Centre support such a process of decentralisation/democratisation? 


‘ 9 
@ What are the democratic norms and structures that need to be consciously nurtured? 
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7. Women Religious — the Backbone of CHAI 


The most striking aspect of the CHAI history is that the main participants and players have 
been women and therefore the history could more aptly be called “her Story’. 


Situated in the the patriarchal, hierarchical, and semi-feudal society of India in the 1940s, this 
is an interesting phenomenon. The foundresses and early pioneers were,however, primarily 
expatriate medical professionals, mainly nurses and some doctors and pharmacists. The vision and 
persuasive powers of the key figures, Sr.Dr.Mary Glowery,JMJ (Sister Mary of the Sacred Heart) 
with the organisational abilities of Mother Kinesberg, FMM and the enthusiasm of fifteen to twenty 


sisters, Saw CHAI safely through its early years. 


These sisters thought boldly, far ahead of their times both in the medical and nursing field, as 
well as in the thinking of the Church. Like risk-taking modern entrepreneurs they set up institutions 
and training centres for health personnel and ran them efficiently, often relying heavily on faith and 
the Great Unknown.The key characterstics of the pioneers was that they assumed leadership with 
confidence and skill. 


Over the years, though members have increased enormously in numbers, this characterstic of 
women religous confidently taking initiatives, seems to be decreasing at the national level. While 
sisters continue to function very effectively in their own congregations and in their institutions there 
seem to be difficulties in taking up larger level responsibilities in CHAI. 


Even as members of CHAI, their participation in decision and policy making and in several 
other aspects is rather passive. Several are highly qualified, more so than the early pioneers, and 
they still are the ones working in the field. 


7 One hears of domestication of women within the Church being reflective also of Indian 
society, thus explaining the takeover by the clergy. These aspects need to be discussed. They would 


probably raise issues that are pertinent not only to CHAI but to the wider framework within which 
they function. 


@ Hasinitiativeand leadership of women religious in CHAI gone down in recent decades? 
If so,what are the reasons? 


@ How can initiatives and confidence among the women religious be further fostered so 
that they may play their rightful role at the national level? 


42 


8. Building Better Interaction Between CHAI and its Members 


A significant proportion of members stated that the strength of CHAI was its support, concern for and 
service to its members. This speaks well for the Association. The other side of the coin is that a large nu fies 
of members also considered the interaction with members as CHAI’s greatest weakness! siesieaa a 
- lack of a personal contact and lack of understanding of their needs, among many others. | ¥ 


Good or bad, the overall impression is that the relationship between members and CHAI has emerged 
as an important issue. There is need to build closer, supportive linkages between members. Doing this in 
smaller geographical regions and around areas of special interests are two possibilities. 


Feelings of isolation, loneliness and tensions of work by members especially in smaller institutions/ 
remote areas have been expressed. Building of circles of interaction and the feeling of a community of like- 
minded people will go a long way in overcoming this, even if they are ten to hundred kilometres apart. Each 
member could think of what they can do to support at least five others. ‘From cach one according to their 
capacity and to each one according to their need’. 


CHAI too needs to give the highest priority to building up close interactioi.s with its members. With 
growth in numbers and inan institutionalized (computerised!) age, some of this has been lost. A strengthened 
motivated membership may be its greatest asset in the future. 


@ How can all of us contribute to an enriching relationship between CHAI and its members; and 
between members, locally and regionally? 


9. Need for an Active and Able Governance 


If CHAT has to retain and strengthen its nature of being a membership organisation - along with greater 
decentralisation, democratisation, better linkaging and contact, it also needs an actively interested Board 
that can keep in touch with what is happening in the membership, artd also be able to give direction at a 
national level. It may be necessary to have representation of regional areas and types of institution so that 
the special circumstances and needs of these areas/institutions are not ignored. It is through involvement 
in national/regional level issues, meetings and programmes that Board members can also be strengthened 
and continue to grow. 


@ Besides staff of CHAI, could the Board members also be involved/participate in national/ 
regional level meetings/ other programmes? 

The persons taking up such responsibilities should be made aware of the involvement in terms of time 
and effort that such a position demands. It would also mean that their involvement in their own institution 
would be much less. 

The manner of elections also needs to be carefully considered. At present participants for yer 
Conventions are predominantly from large institutions and those geographically close to the venue a — 
convention. There is also a tremendous rotation among the personnel from institutions who attend tne 
convention. Often the participants hardly know much about CHAI. 


@ Is change necessary? What are the possible methods to bring about this? 


@ Can election proceedings be less arbitrary and more serious? 


' its health 

If CHAI is raising critical issues about governance in the context of the government and pe - 
services and regarding the style of functioning of the Church, it would bea goodand ere ee iat 
all efforts to activate, revitalise the participatory democratic functioning of the Association 1lsei. 


@ How can each member institution/regional unit help towards this ? 
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10. Some Thoughts regarding Membership 


The membership of CHAI is institutional. However, it is persons within institutions who have 
visions, dreams, dynamism and competence. It is they who give the institutions character and who 
build relationships with other organisations and institutions. Persons in institutions change, so does 


their interaction and relationship with CHAI. 
@ What are the possible ways by which CHAI can maintain a link with persons and grow 
from this interaction? 


Historically there has been provision for associate membership of individuals. This was for 
sisters working in government hospitals, superiors and chaplains who were interested and for lay 


people. They have no voting rights. 


@ What role can they play? Should associate membership be dropped or made more 
active and useful? What could be the advantages and disadvantages? 


The issue of encouraging lay membership has also been raised off and on. Atone stage there 
was provision for non-catholic institutions to be given special membership on the discretion of the 
Board. With the formation of VHAI, which took place later, this was dropped. 


Among regular members there are instances where infirmaries serving the needs of small 
institutions, forexample of religious and perhaps witha few orphans/old people are made members. 
A clause/resolution in early years mentioned that only those groups which provided services that 
were open to the general public could be admitted as members of CHAI. 


@ What should be the present position? 
Opening membership to Diocesan Social Service Societies does seem a welcome move. 


@ What efforts are required to identify their specific needs; to integrate their perspectives 
into the Association and to expose and involve them to thinking of health, particularly 
regarding the newer thrusts? 


Most associations are social groupings that have certain norms of practice that are commonly 
agreed upon, which bind the members together. 


@ Can we discuss what these could be for CHAI? 
Therefore: é 
@ Is there a need to review membership? 
@ What should the criteria be when enrolling new members? 


@ Should there be an accreditation process (different for different types of members) so 
that members can reflect on their strengths and weaknesses and make improvements? 
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11. Communication Links Between Members 


A very vital aspect of keeping an association and its spirit alive is communication and 
linkaging between members. At this present moment there is no such mechanism functioning in 
CHAI. Its in-house journal, Medical Service, besides being a medium for updates in technical 
information, had a very key role in the past of keeping members informed about each others’ 
activities. While this aspect was not very strong and infact waxed and waned, it could have been 
strengthened creatively. Its metamorphosis into ‘Health Action’ has resulted in the loss of inhouse 
communication since the new version is focussed on a wider circle of readers,not only members. 
The continuing education aspect of*Health Action’ has however received wide appreciation from 
its members.Only 800 (34.8%) of members currently subscribe to the journal. 


@ Could Health Action be sent to all members such that the subscription is part of the 
membership fee? 

@ How could Health Action be an effective communication link between members? 

@ How could members participate in the preparation of the magazine? 

@ How could it become a members forum for exchange of ideas and debating of views? 

@ What other creative methods should be evolved to further ‘networking’ among 
members? 

12. Internal Mechanisms of Functioning 


CHAI head office has gone through a phase of rapid expansion and change in recent years. 
Many new services are offered and projects taken up alongside earlier commitments. The small 
team of ten to fifteen people has grown to over sixty. Growing pains are part of the process ! These 
have been evident especially with the large and difficult challenges that CHAI has been taking up 
during the past decade. 


Lack of clarity regarding goals and objectives, high turnover of staff, levels of confusion 
regarding roles, inadequate understanding and inter-relationship between Departments, and other 
factors brought out by the staff indicate that there is need for serious ongoing work on this area. 


@ How could the common cause for which all the staff, Board and members are working 
towards as one team be internalised and reinforced ? 
@ How could morale and motivation be kept up ? 


@ Is the time now ripe for a family style of functioning to give way to some 0 
emerging from management and behavioural sciences ? 


f the concepts 


@ Besides improved staff selection, what methods of human resource development can be 


used? 


@ What internal methods of checks and balances can CHAI adopt for itself ? 


thi: 
@ How can the membership and the Board help, support, strengthen and challenge this 


important process? 


@ Can we all participate in problem solving ? 


45 


13. Accountability 
That Accountability is important is accepted by all. Severa 
ity can be best answered by those actually involved. 


| specific questions regarding accou ntabil- 


For instance, 
@ What is the accountability of CHAI ? 


to its members; to its founders; to the people; to its own goals and vision. 


@ How does one gauge levels of accountability? 
@ Could the yardstick of accountability to the least and the last and therefore to the public, be kept 
as a goal? 
This was the concept of trusteeship that Gandhi talked about. 


Management of funds and accounts is a crucial issue, linked to accountability. The external financial 
expert has indicated the need for improved financial planning and management and greater financial 
discipline. Mismanagement of funds in two State CHA units has been reported. An internal audit system 


has been introduced. 


Other aspects impinging onaccountability suchas living out its objectives and vision inall its activities 
and in its internal functioning, quality and efficiency of service etc., have been raised. 


@ As its trustees, what are the methods by which members can support and safeguard CHAI in 
this vital area as it works towards its goals? — 


@ How can each one in the CHAI office feel more responsible, for the large amounts of money and 
property being kept in their charge for the cause of betterment of health of poor people? 


@ How can each one give their best even if there were none to see and none to applaud? 


14. Lag Period Between Ideas and Action 


It has often occured during CHAI’s history that the lag period or period of gestation between the genesis 
of an idea and its actualisation takes upto one or two decades. This is understandable for the more complex 
undertakings especially in the early years. Study findings indicate for instance that the follow up of the 
conventions and their resolutions even today by members is dismal. How many remember the ten point 
priorities drawn up in 1983 to be worked on during the next decade? This raises important questions as to 
how serious members are about their Association or about the annual conventions. 


@ What factors have been contributing to this lag time? or what are the reasons for the delay? 


@ What methods/strategies need to be evolved to enhance the spread of collective resolutions and 
decisions and their translation into membership action at individual and institutional level? 


Those who bear the consequences of delay and inaction are the people and it is in their name most 
often that funds are received, 


© An association like CHAI involved in Health and Development needs to experiment with innovative 
ideas. 


@ Could/should CHAI have one or more cells or groups: 
— to function as an innovative/creative group? 
— to work out the feasibility of putting ideas into action? 


— to follow up and monitor progress towards the realisation of these ideas? 
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15. Linking with Church Structures 


CHAI and its members are integral parts of the involvement of the Catholic Church and the 
Catholic community in the field of health in India. 


Close and cordial dialogue and links need to be maintained between CHAI and Church 
structures. This has been expressed by different sectors of people within the study. This is 
particularly needed with CBCI and its related commissions, with the CRI and with superiors of 
congregations. This is a role best done by the national office and perhaps also by the regional/ 
Diocesan units. One person in the CHAI Board in the distant past had the specific responsiblity of 
liaison work with the CRI and CBCI. CHAI also had an ecclesiastical advisor from CBCI. 


@ What would be the most appropriate form of linkage with the Church today? 


It has been suggested that CHAI and its members could play a more active part in creating an 
awareness among the Catholic community of believers on health issues. They in turn could be 
encouraged/enabled to play their role in society, in the wider communities among whom they live 
and work. This could be done through parishes, schools, and colleges. This would also increase 
the involvement and support of the communities to CHAI member hospitals and dispensaries in 
their area. 


@ Whatare the possibilities that can be explored to build such ‘community capability’ ?* 


* A term borrowed from the CSI Ministry of Healing. 


16. Need to Further Explore the Theology and Spirituality of Health 
and Healing 


Given that the main motivation of the members of CHAI and the personnel working in them 
is a vocation that has its roots in spirituality and religion, itseems necessary that the area mentioned 
in the title above needs deeper reflection. 


The work done by most member institutions is primarily in the physical, biological and 
medical domain. Some have moved into the social aspects and fewer into the psychological and 
perhaps a still smaller number into the socio-political aspects. However important each of these are, 
there is a need for greater interaction between all dimensions and also a greater search for an 
understanding of the deeper, spiritual aspects of health which may have to do with all the dimensions 
mentioned above. Locating this within the spiritual heritage of our own country and in the 
context of the pluralistic society in which we live would be an additional challenge and source of 
inspiration. 


@ How could the invaluable field level experiences of CHAI members play an important 


role in further developing this concept? 
These too have been the 


‘cal ethics and pastoral care. 
CHAI has in the past dealt with medica Pp thening and much 


efforts of very few committed individuals and in themselves need much streng 
greater support. 
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17. Crisis in Values 

[tis not surprising that events in Indian society in general are also reflected in the microworlds 
of the members. Unethical medical practices take place due to the need for financial survival, for 
instance overinvestigating, unnecessary stay in hospital, payment of very high salaries to doctors 
and specialists, sometimes “under- the-table”, dependence on the “cheap labour” of religious nurses 
and lay paramedicals, unhealthy competition between health institutions, second grade treatment 
to personnel working in small health centres compared to those in hospitals, treating sick people 
as cases or patients rather thanas persons, corruption in administration - the listgoes on. These occur 
ina relatively smaller percentage of member institutions now. However, given the medicare trends 
in the country and the market forces operating, many institutions in the future would face a financial 
crisis. Serious note needs to be taken of these ata policy level. These are plain and simple unethical 
practices in a very secular sense and mitigate against human dignity. There is no point in talking 
about Christian values when these basic values are disappearing. It may be necessary to take bold 
actions in raising these issues for membership debate and/or also to close down institutions if 
necessary. They do not have to continue as a prestige issue or an employment or income generating 
project. Perhaps the calling and the message is to die to oneself and move on to newer challenges/ 
areas after due study, reflection and discernment. 


Promotion and upholding of ethical values were considered very important from the 
beginning. 


@ How can we ensure that ethical norms are upheld in all our activities and dealings? 


18. Marginalisation from the Mainstream 


With the rapid growth in the government, private and NGO sector in health care as well as the 
increasing recognition given to the existing traditional sector in health care there is a slow process 
of marginalisation of the services of the Church related sector. This is manifesting itself in different 
ways namely, increasing difficulty to survive economically, and poor utilisation of services. The 
situation is ofcourse very uneven in different parts of the country. The scenario mentioned above 
_ ls most apparent in the South, in more developed areas in Kerala and in urbanised areas including 
smaller towns. It is not unlikely that this would be the trend in other areas also in the next ten to 
twenty years. Given that there is a scarcity of resources and personnel, it is important to identify 
areas of priority and make a substantial and consistent effort in those directions. Much more 
active linkages, contact and presence needs to be made in the existing sectors, especially the 


Government and peoples’ sector, so that it need not be said that the leaven is too far removed from 
the bread. 


= 


@ Into what areas can CHAI, its units and member institutions pioneer in the field of 
health intervention in the future? 
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19. Community Health and Development and Other Training 


This has been identified both by CHAI members and staff as a priority area for work in the 
future. Focus on rural and tribal areas has also been identified by members as the most important 
areas to be considered by CHAI in its future work. A smaller number of members and Delphi 
panelists felt that health work among urban poor communities was also important. 


Larger institutions have a very important supportive role in this with possibilities of 
intervening in several ways, namely., 


— being referral centres for patients from smaller centres. 


— sending staff on a regular basis to provide curative and other services to the smaller 
centres. 


— organising/supporting training programmes for health workers from the field. 


— getting involved with poor communities situated around them, especially with the urban 
poor. 


— liaison with government authorities. 


— if there are several other similar facilities around them moving into newer areas like 
rehabilitation, deaddiction and detoxification (drug and alcoholism treatment), involve- 
ment in school health, mental health etc. The possibilities are endless. 


It has been raised by Delphi panelists that provision of good quality, humane medical care to 
the poor when they most need it is an important role. With rising costs, what was available in the 
past to this group, is moving away from their reach. An analysis of the pattern of utilization of 
services would show who benefits the most from our‘services. 


CHAI membership comprises primarily of small, rural/tribal based health centres. These need 
to be reached in an effective way by CHAI. The needs for training and support will have to be met 
at regional/diocesan levels to be better utilised. It is this group who probably need it most, who make 
least use of the various services of CHAI. Their participation in programmes offered is also the 
lowest. When the CHA nursing board was closed, anadvisory educational council was set up, which 
did not last long. Need for guidance, suppor:.ind training has been voiced as a major requirement 
and expectation of members. Several arcas need to be covered — medical and nursing 
updates, community health approaches, information about government health policies, legal aid, 
medical ethics and pastoral care, community organisation and methods of health education. 


@ Isthereaneed for CHAI to havean Educational Council today? What could be its scope 


and functions? 


@ In what special areas can members offer their experience/ expertise to CHAI as 


resource for: 
a) Diocesan, 
b) State/Regional, and 


c) National level training programmes, workshops or seminars? 
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20. Health Education and Health Awareness 

This was another area identified by members as being one of the future thrusts of CHAI. CHAI 
hasa relatively new uniton lowcost media. HAFA brings out Health Action and other publications. 
Other media groups in the country also conduct training programmes in low cost communications 
and other groups publish health journals and newsletters. 


@ What are the creative ways by which CHAI and its members can work on this? 

@ Whatare the major local and larger issues that need to be taken up for health education 
andawareness? Whatare the resources that can be tapped from government and other 
NGOs for this? 


@ Can we make use of the large number of educational institutions — nonformal 
education programmes, schools and colleges —run by Church related groups for this? 


Let us build linkages with those in our locality and introduce health concepts. Some groups 
have done this effectively with corporation and government schools. 


There has beena plea from several members, for CHAI to produce health education materials 
and other publications in local languages. This can be done in dialogue with VHAI and other groups 
who undertake such work. 


In conclusion, 


It is good to remember the thoughts of another CHAI visionary, Fr. James Tong, SJ, who was 
the Executive Director of CHAI for 17 long years. He used to say that “one should seize the 
opportunity of the moment and act”. Because such a chance may not be ours again. Better health 
for the families of India, particularly the poor, and the “sister by the hurricane lamp’ were those 
towards whom the actions envisaged by him were geared. 


CHAT has been very fortunate to have had visionary leadership and committed membership 
down the years. That is how every crisis, not that there were not any (!) were overcome. 


We are confident that the best use will be made of the Golden Jubilee Year to seek the signs 
of the times, renew vision, look ahead and act. 
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PART—C 


THE NATIONAL HEALTH SITUATION 
A Compilation of Statistics 


The Need to Contextualise 


CHAI and its constituent members contribute to medical care and health promotion in India. They 
are one of several sectors in the country that endeavour to doso. Eversince Independence,the Government 
or State sector in this area has grown tremendously. So too has the private sector. CHAI forms part of the 
third sector - the voluntary health sector- in this country. Included in this sector are a wide range of secular 
charitable trusts and registered societies, apart from other CHAI type religious groupings including 
Protestant and Orthodox Christian Church institutions,Gandhian institutions, Ramakrishna Mission and 
others. Practitioners and institutions of the traditional/indigenous medicine groups,also form part of this 
sector,though they canbe considered to be also part of the ‘people’s sector’, since people have greater control 
over the health knowledge,and practices of these systems. ) 


It is also widely agreed today that the health status of people is closely linked to the inter-relationship 
of complex factors. These factors operate in society,in rural and urban communities,in families,within 
individual persons and also in the environment in which people live. 


Individual persons especially those impoverished and marginalised have minimal control over several 
important factors that determine their health. Poverty,low purchasing capacity, poor nutrition,insanitary 
conditions, inadequate, overcrowded housing, lack of potable water supply,lack of access to education and 
lack of awareness — all contribute to a vicious cycle in which health becomes a casualty. 
Unemployment,underemployment and hazards at the working place,particularly for the unorganised 
sector,compound the problems. They pay a heavy toll in terms of infant and underfive deaths,maternal 
deaths, high sickness rates,lowered life expectancy and poor quality of life. 


When thinking about the future role of CHAI in India and the possible contribution of each member, 
it is important to be rooted in reality and to be aware of the health situation both at the macro or national 
level and at the micro level. Since resources of personnel,money and infrastructure are relatively limited, it 
is important to be able to identify areas of priority, in keeping with CHAI’s convictions, belicfs and to work 
in a consistent manner in those areas. 


The Situation of Health and Disease in India 
a. Life Expectancy 


The life expectancy or longevity at birth at the national level has gone up from 32.45 years for males 
and 31.66 years for females in 1951,to 58.10 years and 59.10 years for males and females respectively, 
1988. In 1990 the combined life expectancy was 59 years (2) 


The life expectancy of people in developed countries and also in some developing countries today is 


between 70 to 80 years. This is probably already the case among the upper class of India today. 


b. Infant Mortality Rate (IMR) 


The infant mortality rate is the death rate of children below the age of 12 m 
births,per mid year estimated population. It is widely accepted as being 4 sensitive im 


onths, per 1000 live 
dicator of the health 
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status and level of living of a population. It also reflects the quality of the health service system of an area 


or country. 
In 1985,the IMR for India as a whole was 106 per 1000 live births. The goal set in the National Health 
Policy (of 1982),was that by 2000 A.D.the IMR should decrease to 60 per 1000 live births. 


Provisional estimates from the Sample Registration System in 1990 (Table 1 & 2) indicate inter-state 
differences. Within States there are very big differences between urban and rural areas. If it was possible 
to analyse IMR by sex and social class, we would also see further disparities between females and males 


and between the upper,middle and lower socio-economic groups. 


Table — 1 
Health Status in 1990 : Regional Differences 


on 


State Birth Rate Death Rate IMR 
ee a eee eee 
Andhra Pradesh 25.6 8.7 70 
Assam 218 9.7 77 
Bihar 32.9 10.6 75 
Gujarat 29.5 8.9 72 
Haryana 31.8 8.5 69 
Himachal Pradesh 27.0 8.4 68 
Jammu and Kashmir 31.4 7.9 70 
Karnataka 27.8 8.1 71 
Kerala 19.0 5.9 17 
Madhya Pradesh 36.0 125 111 
Maharashtra 27.5 qs 58 
Orissa 29.9 11.6 123 
Punjab 27.6 7.3 55 
Rajasthan 33.1 9.4 83 
Tamilnadu 22.4 8.7 67 
Uttar Pradesh - e / 12.0 98 
West Bengal 21.3 8.1 63 
Source: 5 
Table — 2 
Health Status in 1990 : Rural-Urban Differences 
State Birth Rate Death Rate IMR 
Rural ~ Urban Rural Urban Rural Urban 
Andhra Pradesh 25.9 24.4 9.4 6.3 73 56 
Assam 28.1 20.7 9.9 6.9 79 43 
Bihar 33.8 24.6 11.0 6.2 77 46 
Gujarat 30.0 28.2 9.6 7.2 79 54 
Haryana 33.0 27.5 8.9 6.9 73 52 
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Himachal Pradesh 27.6 19.2 8.5 6.9 71 42 
Jammu & Kashmir 33.3 24.1 8.3 6.3 73 52 
Karnataka 28.8 24.8 8.8 6.1 81 39 
Kerala 19.0 19.3 5.9 5.8 18 16 
Madhya Pradesh 38.7 29.1 13.6 7.5 119 61 
Maharashtra 29.5 23.6 8.4 5.2 64 44 
Orissa 30.6 23.6 12.2 6.7 127 68 
Punjab 28.4 25.6 8.5 5.8 58 45 
Rajasthan 34.3 27.6 9.9 7.5 88 60 
Tamilnadu 23.2 20.9 10.6 6.4 81 38 
Uttar Pradesh 37.2 29.3 12.8 8.8 104 67 
West Bengal 30.7 18.3 8.6 6.0 64 42 
———————— 
Source: 5 
c. Crude Death Rates (CDR) 
The Crude Death Rate is the number of deaths per 1000 population per year. 
Table — 3 
CDR-Three Year Moving Averages during 1971-1988 
State Rural Urban 
1971-73 1978-80 1986-88 1971-73 1978-80 1986-88 
Uttar Pradesh 22.9 18.6 15.1 13.6 115 9.3 
Madhya Pradesh 18.1 16.3 14.9 10.9 9.3 9.8 
Assam 18.1 21 12:3 9.7 72 7.8 
Gujarat 17.0 5 eI 11.9 10.1 8.4 
Haryana 11.9 12.4 9.7 8.3 8.3 7.0 
Andhra Pradesh 17.0 135 10.7 10.3 7.9 7.2 
Karnataka 14.2 12.0 9.5 7.9 th 6.6 
Kerala 9.1 7.0 6.1 7.8 6.6 6.6 
INDIA 17.4 14.2 12.0 9.9 8.6 7.5 


Source: 4 


Table 3 shows a continuous decline of death rate over the years. However,rural death rates are much 
higher thanurban. Differences in the various states are also obvious. In 1989,the SRS (Sample Registration 
Scheme of Government of India) estimated the all-India death rate as 10.3. The National Health Policy goal 


is to reduce this to 9 per 1000 by 2000 A.D. 


d. Gender Differences in Infant Mortality Rate (IMR) and in Crude Death 
Rate (CDR) | 

In Uttar Pradesh, Himachal Pradesh and Punjab the Infant Mortality Rate is higher among girls, than 

boys. In Bihar, Rajasthan, Madhya Pradesh, Tamilnadu, Gujaratand Maharashtra the Infant Mortality Rates 

are fairly similar for girls and boys, though in the first three States,the overall rates are considerably higher 

than the national average. In the remaining states of India the Infant Mortality Rate in girls is lower than 


in boys. This data pertains to 1985. 


e. Maternal Mortality Rate 
The estimated Maternal Mortality Rate per 1000 live births in rural India for 1987 was as follows: 
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Table — 4 


Maternal Mortality Rate in 1987 


State 


INDIA 

Uttar Pradesh 
Himachal Pradesh 
Bihar 

Madhya Pradesh 
Rajasthan 

Orissa 


Haryana 


Maternal 
Mortality Rate 


State 

3.6 Gujarat 
Andhra Pradesh 
Maharashtra 
Tamilnadu 

Jammu & Kashmir 

4.6 Karnataka 

4.3 Punjab 

4.0 Kerala 


Maternal 
Mortality Rate 


negligible 


Ue 


Source: 4 


Tremendous disparities are evident. These rates are unacceptably high. 


f. Sex Ratio over the Decades 
The sex ratio is the number of females per 1000 males. 


Number /1000 


Year 
1901 
1921 
1941 
1961 
1981 
1991 


Source: 1 


972 
955 
745 
941 
934 
929 


In most countries the number of females ina population is more than the number of males,that is, the 
sex ratio is positive and would be 1002-1005. In India as seen in the table above, the ratio is negative and 
what is more alarming is that it is declining over the decades. 


However,there are certain States and regions in India where the sex ratio is positive even today. These 
are Kerala,Goa,Dakshina Kannada district ofKarnataka,theNorth Eastern States and tribal regions of 


Central India and Orissa. 


g. Nutritional Status 


Change in under nutrition during 1975 to 1989 in rural Indian children in the one to five year group 


was as follows: 


Table — 5 
Nutritional Status of Rural Children Below 5 Years in 1979 and 1989 
State Year Boys Girls 
MN 
Kerala 1975 61.2 14.3 46.0 17.4 
1989 55.0 3.3 34.4 2.2 
Tamilnadu 1975 53.8 12.1 48.6 20.2 
1989 43.5 5.8 48.7 4.8 
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Maharashtra 1975 57.5 29.9 47.0 32.0 
1989 58.8 8.4 50.3 91 
Orissa 1975 46.2 11.4 51.0 15.0 
1989 54.7 12.6 61.7 14.0 
Source: 4 


Other indicators of nutrition of women and children in India are given in the table below. 


Table — 6 
Other Indicators of Nutrition in India and in Developed Countries 


Indicator India Developing Developed 
countries countries 
01. Percentage of new borns weighing less than 2.5 Kgs an 18.0 9.0 
02. Percentage of anemia among pregnant women 70.0 60.0 20.0 
Source: 6 


Data for 1990 show that the percentage of new borns witha birth weight of less than 2,500 gms is 30.0%. 
The two tables above indicate that the problem of undernutrition still remains a cause of serious concern. 


h. Growth of the Population of India During this Century 


YEAR Population (in millions) 
1901 238.4 
1921 ; 251.5 
1941 318.6 
1961 439.2 
1981 685.1 
1991 884.0 


‘ource: 7 
The population of India has more than doubled since independence. 


We add 16 million persons to our population every year, which is roughly equivalent to the entire 
opulation of Australia. , 


i. National Health Policy Goals and Achievements 
Table — 7 
Vational Health Policy Goals and Achievements as of 1990 (provisional) 


Goals Achievement 

DB Infant mortality rate (per 1000 live births)(combined) 60 80 (1900 prov) 
DB Under five mortality (per 1000 live births) 70 146 (1990) 
» Maternal mortality (per lakh births) 200 400 (1990) 
¥ Perinatal Mortality 30-35 50.1 (1987) 
‘Crude Death Rate ( combined) 9/1000 9.6 (1990 prov) 

(Crude Birth Rate (combined) 21/1000 29.9 (1990 prov) 

( Effective CPR (Couple Protection Rate) 60.0% 44.1%(1991 prov) 

4 N.R.R. (Net Reproduction Rate) 1.0 1.6 (1981) 
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@ = Family size (Rural & Urban combined) pI 4.1 vedi 
@ % of Newborn with 2,500 gms birth weight Fe aie 
of Antenatal Care 0 : 
. a of Deliveries by TBA (Trained Birth Attendants) 100% 40.50% (1987) 
@ = Immunization TT (PW) 100% 79% (1991) 
TT School Children 100% 56.6% (1989) 
DPT 100% 82% (1990) 
Polio 100% 82% (1990) 
BCG 100% 89% (1990) 
DT 85% 80% (1990) 
@ Measles 100% 90.1% (1991) 
@ = Life Expectancy at Birth (persons) 64.0 59.0 (1990) 
@ Leprosy (% of Disease arrested out of those arrested) 100% 52.0% (1989) 
@ TB(&% of Disease arrested out of those detected) 75% 65.0% (1989) 
@ Incidence of Blindness 0.3% 0.7% (1990) 
Source: 2 


j. Population Below Poverty Line 


The people of India suffer from the diseases of poverty, alongside the diseases of modernisation. Thirty 
to forty percent of the population live under the poverty line. This means they do not earn enough to provide ~ 
their families the basic minimum caloric requirements per day. 


Table — 8 


Percentages of Population below the Poverty Line by States seperately 
for rural areas and combined for 1987-88 (provisional) 


Sl. State Rural Combined 
No. Percentage Percentage 
01. Andhra Pradesh 33.65 31.62 
02. Assam 24.35 22.64 
03. Bihar 42.60 40.74 
04. Gujarat 11.16 11.72 
OS. Haryana 11.66 11.74 
06. Himachal Pradesh 9.68 9.12 
07. Jammu & Kashmir 15.36 13.34 
08. Karnataka 35.87 31.98 
09. Kerala 16.35 16.92 
10. | Madhya Pradesh 41.42 36.45 
11. Maharashtra 36.49 *29.07 
12. — Orissa 40.35 37.90 
13. Punjab 7.18 7.02 
14. —_ Rajasthan 24.94 23.57 
15. Tamilnadu 39.45 32.80 
16. Uttar Pradesh « 34.62 33.00 
17. West Bengal 30.25 27.55 
18. ~All India 32.66 29.23 


———————————————————————————————— 
Source: 1 


Numbering about 230 to 300 million, this group and those in the lower middle class continue to tar 
the burden of malnutrition,which takes its greatest toll from children and mothers. Together the rte 
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groups who are living at subsistence level account for about three-fourths of the population. They also suffer 
from the lack of clean water and sanitation,inadequate housing and clothing, lack of access to education and 
under-employment or unemployment. All this results in various communicable disease for 
example,tuberculosis, leprosy, gastroenteritis,filaria etc. This ill-health further affects the working and 
earning capacity of the people and often results in disability and unnecessary and early death. The tragedy 
is that much of this is preventable by public health measures and by equitable social structures. 


This factual information,though perhaps difficult to read and digest,has been purposefully given. 
These hard facts from official sources indicate the rather sombre situation that prevails inthe country. What 
has been given is not the full story. 


There is increasing information about the morbidity or levels of different diseases in the community. 
Studies in states like Kerala show that while death rates are decreasing,morbidity rates are very high. 


The Government of India has recognised that given the current level of achievements,the goals of the 
National Health Policy may not be achievable at the national level before 2006 to 2011 A.D. 


Study of health situation at State and District level needs to be undertaken by Regional/State CHA 
units. Collective strategies at this level can be developed based on this data,resource availability and the 
areas of intervention by Government and other voluntary organisations. 


Sources/References 
1. Health Information India,1990 and 1988, Central Bureau of Health Intelligence, DGHS,G.O.I. 


2. Current Health Status of India,1992, Gupta, JP., Regional Director,H & FW,Bangalore 
Mimeograph. 


3. Annual Report,1988-89, MCH & FW, DGHS, G.O.1.,New Delhi. 


4. Current Status of Health in India, K.Ramachandran,paper presented at a conference organised 
by theNational Institute of Advanced Studies, Bangalore, September 1990. 


5. Sample Registration Scheme 1990(Provisional), Registrar General of India. 


6. Health Care in India, 1985, George Joseph et al., Centre for Social Action, Bangalore. 


7. Census of India, 1991. 
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HEALTH AND WHOLENESS 


The following note is froma report titled “Healing and Wholeness The Churches’role in Health”, 
published in 1990. It is the first chapter of the report of a twelve year study on health and healing from the 
Christian perspective. The study was conducted by the Christian Medical Commission (CMC), a sub-unit 
of the Unit on Justice and Service of the World Council of Churches (WCC). The publisher is Christian 
Medical Commission, World Council of Churches, 150 Route de Ferney, 1211 Geneva 2, Switzerla nd. They 
have permitted the use of their material with acknowledgement of the source. 


“From around the globe, the ten regional grass roots consultations on “Health and Wholeness” wove 
a tapestry depicting their understanding of health. The major recurrent thread throughout that fabric is the 
fact that health is not primarily medical. Although the “health industry” is producing and using progressively 
sophisticated and expensive technology, the increasingly obvious fact is that most of the world’s health 
problems cannot be best addressed inthis way. The Churches are called to recognise that the causes of disease 
inthe world are social, economic and spiritual, as well as bio-medical. Healthis most oftenan issue of justice, 
of peace, of integrity of creation, and of spirituality. 


Health as a Justice Issue 


It is an acknowledged fact that the number one cause of disease in the world is poverty, which is 
ultimately the result of oppression, exploitation and war. Providing immunizations, medicines, and even 
health education by standard methods cannot significantly ameliorate illness due to poverty. The Churches 
are called on to see this as a justice issue to be raised in the centres of power — local, national, regional and 
global. At the same time there is a call for commitment to more just distribution of available resources for 
health, both within and between nations. 


Historically, the prophets cried out against the oppression and exploitation of the poor. Jesus began 
his ministry by quoting Isaiah’s prophecy of liberation for the captives, freedom for the oppressed, sight for 
the blind and good news for the poor. 


Many study participants shared stories of their efforts to accompany the poor and the outcast in their 
struggle, proclaiming and demonstrating that there is healing in working for the liberation of the poor. In 
serving the poor we also discover that they have much to share. Christians in struggle for justice and human 
rights around the world have gained new insights into the healing power of God and have learned to overcome 
despair and fear of death through trusting Him. 


The Churches themselves have often demonstrated a top-down paternalism in their provision of health 
care services, inhibiting the development of community resources and achievement of self-reliance. The 
resulting dependency on outside resources for the provision of health care services has ultimately served 
the rich and powerful rather than the poor. Many examples emerged during the HHW consultations of 
programmes which had found ways to empower communities, through participatory learning experience, 
to eliminate the major causes of illness and health in their midst. 


Health as a Peace Issue 


Deaths due to armed conflicts and other forms of political violence have continued to be a reality of 
health in the eighties. For thousands in the world, state terrorism through “low intensity conflict”, torture, 
imprisonment and other forms of human rights violations have made wellness of mind, body and spirit - 
wholeness — an impossibility. The threat of nuclear annihilation hangs over the entire globe, often 
suppressing life-giving hope. 


58 


No medications can remedy the personal and social illness arising out of the world climate of 
militarism. Churches are reminded of the blessedness of being peacemakers. 


Healing as an Issue of the Integrity of Creation 


Another significant proportion of illness in the world is self-inflicted. What we impose on ourselves 
individually and collectively whether out of ignorance, greed, orsimply lack of self-control causes physical, 
mental, spiritual and ecological damage which is not best addressed by medical technology. Lifestyies and 
values which breed individualism increasingly cause disruption of social networks and life in community. 


In industrialised countries, over 80% of illness and death is reported to be due to destructive lifestyles, 
and the problem is growing rapidly as a result of “modernization” throughout the world. Development of 
heart disease, hypertension and diabetes for example, has accompanied industrial development in many 
countries with the introduction of new diets and attitudes towards manual labour and the promotion of 
addicting drugs such as alcohol and nicotine. 


As nations large and small struggle for military and technological supremacy, nuclear wastes 
proliferate to endanger the health of the whole planet. As materialism replaces community as a cherished 
value, increasing pollution threatens the life of all living things. 


Churches are called by the gospel to advocate and protect the integrity of creation, with concern both 
for the human body and for the critical conditions which are necessary to sustain life. 


Health as a Spiritual Issue 


Most important to health is the spiritual dimension. Even in the midst of poverty some people stay 
well, while among the world’s affluent many are chronically ill. Why? Medical science is beginning to 
affirm the biblical emphasis on beliefs and feelings as the ultimate tools and powers for healing. Unresolved 
guilt, anger and resentment and meaninglessness are found to be very potent suppressors of the body’s 
powerful, health-controlling immune system, while loving relationships in community are among its 
strongest augmenters. Those in loving harmony with God and neighbour not only survive tragedy or 
suffering best, but grow stronger in the process. 


When we choose the spiritual dimension of life we opt for the abundant life which is wholeness — 
life, a gift of God. As persons come to trust in God’s unconditional love they are freed to love each other 
and come together, freely confessing and forgiving, in healing community. Churches have too often made 
confession a mandatory exercise for the purpose of condemnation, and used brokenness as an excuse for 
exclusion from the Christian community. The unity of Christians, whether local or global, can only be 
created and nurtured through a willingness to risk self-emptying, confession, listening and caring. 


Traditional societies have an understanding of health which knows disturbances in beliefs and feelings 
as the root causes of illness. Much can be learned from a dialogue between traditioinal healers and Western 
medical practitioners. 


Not only does the Christian gospel speak directly to the spiritual reality of health, but the understa nding 
that God’s intervention in history through Christ brings healing salvation is the heart of the Good News’. 
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STATEMENTS FROM HEALTH POLICY OF 
THE CHURCH IN INDIA — GUIDELINES 


by CBCI Commission for Health Care Apostolate, January 1992 


1. Christian Health Care Apostolate: Christian health care exhibits love, compassion, 
commitment and sacrifice. The Christian response to ill-health and sickness is the healing of the 
total person - physical, psychological, social and spiritual. The Christian health care facility 
provides humanizing care, considering the dignity of the person and the needs of society. 


2. Personnel: More and more committed persons will be encouraged to participate in health 
care so that the health care institutions and services will have adequate numbers of personnel of the 
different categories, with proper qualifications, competence and compassion. All personnel will be 
treated with respect. A sense of belonging will be created. Each person is aware of his/her duties 
and responsibilities. 


We believe in the dignity and worth of all personnel just as all personnel working in our 
institutions and outside them believe in the dignity and worth of all patients and their families. 


3.Training: We will continue and enhance the training of health workers at every level. It. 
should be relevant. Stress should be laid on values. Competency based training should include 
training in communication, tackling social problems, planning and management at appropriate 
levels. 


Continuing education is necessary for all persons working in the field of health. 


Our institutions and organisations engaged in training must be pacesetters and innovators, 
guiding and supporting the health care activities of the church and the country. 


a. Medical Education: We will review constantly medical (and dental) education, to make it 
more relevant and serve the people. It has to be more community based and responsive to 
the needs of the people. The approach will be for holistic, comprehensive healing and 
positive health. 


b, Nursing Education: We welcome the greater emphasis placed on Community Health in 
Nursing Education. We will encourage the training of larger number of nurses. 


c. Allied Health Care Personnel: More and better trained personnel, relevant to the needs, will 
be made available. 


d. Priests and Religious: In-order to have greater and better participation, the religious and 
seminarians will be given training in health care, especially primary health care, community 
health and ethics, reflecting on the theological and biblical basis of health care. 


4a. Primary Health Care: Our healthcare services will get involved in primary health care, 
particularly in the rural areas and urbanslums. They can also functionas referral centres, supportive 
of primary health care. 
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4b, Community Health: The health care apostolate goes beyond the curative and preventive 
aspects of health care and reaches out to society to promote health of the people, joining with them 
in their efforts to attain a more just society for better health and based on gospel values. 


5. Mental Health: The positive aspects of mental health and primary prevention will get 
our attention. The management of the mentally retarded and mentally ill and the psychological 
problems will receive greater attention by our health care services. 


6. Social Health: Recognising the need for social health as an important component of 
wholeness and well being, we will do everything possible to reduce social conflicts and disparities, 
bringing about harmony with oneself, the family, the neighbours and the community. 


7. Environment: We will create awareness among the people and decision makers of the 
dangers of pollution, degradation of the environment and radiation. We will take measures to 
prevent and reduce these hazards to health. 


8. Spirituality and Health: Health care apostolate fosters spirituality in the patients, staff 
and people in the community bringing about healing relationships. The total good of the patients, 
their families and the community will be the goal. The spiritual needs, especially at times of crises, 
will be attended to. 


9. Areas of Special Concern: 


a. Infectious Diseases: Our health care institutions will continue to give emphasis to the 
management of infectious diseases. We will promote all activities which will reduce the 
incidence and prevalance of such diseases. 


b. Tuberculosis: We will treat patients with tuberculosis, using the accepted regimes of 
treatment. We will collaborate with Government and other agencies to reduce the incidence 
and prevalance of this disease which continues to take heavy toll. 


c. Blindness; Our health care apostolate will participate actively in preventing and treating 
blindness and taking other measures where indicated. 


d. Undernutrition Our health care services will take special measures to promote better 
nutrition. 


e. AIDS; Our institutions will give loving and compassionate care to all patients with AIDS. 
Prevention is the only way against AIDS at present. Itcalls for correction of permissive habits 
and sexual promiscuity and prevention of spread through blood and needles and attention to 


high risk groups. 
10. Emergency Services 


a. Accidents: Our health care institutions will receive and manage victims ol accidents, because 


considerable good can come if the patient is managed without delay. The parable of the ter 
samaritan will always guide us. Each hospital will have its own policy for handl ing anna 
patients, depending on the facilities available. Every hospital should be involved in the 
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management of burns. In more severe burns, after resuscitation and first aid, the patient must 
be transferred to a burns centre, if there is one. 


b. Other Emergencies: Emergency patients will be received with welcome, understanding the 
emotional aspects and urgency of the situation. What is possible will be done immediately. 
Where further treatment is needed and facilities are not available, the patient will be referred 
to places with such facilities. 


c. Disaster Relief: Our hospitals and health care workers will be conscious of the possibility 
of disaster striking at any time. We will be prepared to face’such disasters. 


11. Special Groups: 


a. Mothers: The special physiological and psychological needs in the process of human growth 
will be met. Special attention will be paid to the mother before, during and after the birth of 
the child. 


b. Infants: The newborn and infants will get special care. 


c. Elderly: Our health care apostolate will increasingly get involved in the care of the elderly. 
Medication will be given only where needed. 


12. Rehabilitation: We will give special attention to the disabled. Christ healed many a 
disabled the lame, the deaf, the blind and the mentally affected and we will follow His example. 


13.Women’s Health: Recognising the pivotal role of women in providing holistic health 
care to the members of the family, our health services will take all possible steps to enable women 
to be more healthy and effective health care providers. 


14, Women in Health Care: The Catholic Health Care Apostolate will take all necessary 
Steps to ensure the safety of the person of women. 


15. Responsible Parenthood: The health care services recognise the need for family 
welfare. It may necessitate the limitation of the size of the family. This will be achieved through 
natural methods of family planning. 


16. Communication: The personnel engaged in the Catholic Health Care Apostolate will 
be proficient in the use of language to communicate effectively. Non-verbal methods of 
communication will be used when there are language barriers or when they are more effective. 


Communication between persons working at all levels will be fostered as a key ingredient for 
effective group effort. Misunderstanding will be avoided by improved communication with 
patients and their families who de not have medical and health background. We believe it is our 
duty to listen to them carefully. 


17. Interpersonal Relationships: Recognising the importance of working as a team, our 
health care services will give great attention to the building of good interpersonal relationships and 
teamwork in the institutions and the community. 
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| 18. Rational Use of Medicinal Drugs: Catholic hospitals, health centres and dispensaries 
will follow rational drug policy. They will promote the use of effective drugs of good quality. Cost 
factor will always be kept in mind. 


19. Alternative Medicine: Our health care facilities will utilise optimally the different 
systems of medicine and health practices. Effective herbal remedies and non-drug therapies will 
be promoted. 


20. Rational Use of Technology: Catholic health care institutions will use technology 
which is relevant, appropriate and cost-effective. Unnecessary testing will be avoided. Simple 
interventions will be used to the extent possible. Expensive technologies will be used sparingly. 


People will be encouraged in the use of appropriate technology. 


21. Addictions: Use of alcohol and smoking will be discouraged. The Catholic health care 
apostolate will deal with sympathy and understanding the problems of drug abuse. They will make 
the youth aware of the dangers of drug abuse and campaign for action to prevent the availability of 
addiction forming drugs and their abuse. 


22. Care of the Terminally ill: The Catholic health care takes a positive attitude to death, 
placing our trust in the Lord and helping the patient (and the near and dear ones) place his or her 
trust in the Lord. We try to make the patient as comfortable as possible, till the moment of death, 
refraining from unnecessary and useless extraordinary interventions, which only tend to prolong 
dying. 


We believe that, at the time of death, the near and dear ones need considerable psychological 
and spiritual support. 


23. Ethics: 


a. Negligence: The health care facilities will ensure that acceptable standards of care are 
exercised by all the health workers. There will be no breach of care. 


b. Informed Consent: We believe that the patient has a right to decide what shall be done to 
him or to her, especially when the condition is not life threatening. To enable the patient 
exercise that right, we will give adequate information. 


c. Confidentiality: Health care facilities will keep personal matters in their knowledge, which 
are not to be divulged, strictly confidential. 


24. Right to Life: 


a. Sanctity of Life: We believe that every person has the fundamental right to life from the 
moment of conception till life’s natural end in this world. We believe that God alone has 
sovereign dominion over human life. 

nd respects the right of the 


ion: alues the sanctity of life a 
b. Abortion: The Catholic health care v y We view with sympathy 


unborn child. Any action which violates that right is unacceptabl 
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the situation of mothers who are caught up in such snmp of rape or unwed state and will 
do everything possible to help them. 4 


c. Euthanasia: Our health care institutions are against any form of euthanasia because it is © 
against life. However, there is no need to unnecessarily prolong the process of dying by 
resorting to extraordinary measures. 


25. Right to Health: We believe that everyone, irrespective of any other consideration, has 
a right to health. Health for all will be our concern. 


26a. Governance: The governace of the health care institution must be such as to give 
confidence to people who participate in giving and receiving health care, it must ensure that the 
guiding principles of compassion, love and justice are followed. 


26b. Administration: The Catholic Health Care Apostolate recognises human dignity and 
rejects all forms of discrimination. It promotes reconciliation and peace. There is need for quality 
service irrespective of class or creed or social economic status. The health care institution welcomes 
the participation of all personnel in administration at appropriate levels. 


27, Research: The health care facility will encourage research of the type and extent - 
possible within their constraints. They will evolve practical, cost-effective ways of applying 
advances in knowledge, skills and attitude in health and health care services. They will also evolve 
mechanisms of better communications locally between health workers and also between health 
workers and the people. 


28. Location of Health Care Services: While re-orienting the existing health care 
facilities, high priority will be given to locate future institutions and facilities in poorly served states 
and areas. 


29. Linkages: Our health care facilities will develop linkages with other health care 
facilities, governmental and non-governmental in the area. 


We will develop intersectoral coordination, with educational, developmental and other sectors 
to promote health. 


At the national level, we will work with other national organisations, with similar objectives. 


30. Health Care in other Institutions: The Catholic Church will provide care and 
services (sacraments to Catholics and spiritual help to all who need them) wherever the patient 
may be. 


31. Parishes: Health care activities will be provided in each geographical parish area, 
enlisting all available resources and collaborating with other agencies including Government. 


nev ee 


(For further information contact: 
The Secretary, CBCI Commission for Health Care Apostolate, CBCI Centre, 
Ashok Place, New Delhi - 110 001.) 
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ever responsive 
to the Jnner voice heard 
in the cave of one’s heart 


in silence and stillness, 


the Holy Spirit 

that guides, strengthens 
chastens and moulds us 
) during our pilgrimage 


on earth 


as we strive 
to aHain oneness 


with God and His People. 


"Whew you ave in doubt 


necall the face 


of the poorest and most helpless 


man whom you may have 4EEN 


\\ dca 
if the steb you contemplate 
is going to be of any use to him 
— will it restore to him a control 


over his own destiny? 5 


M. K Gandhi 
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